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Dietetic Management of Atrophic Arthritis 


Albert G. Bower, M.D., F.A.C.P. 


Pasadena, California 


Synonyms for atrophic arthritis are rheu- 
matoid arthritis, proliferative arthritis, 
chronic rheumatic arthritis, primary pro- 
gressive polyarthritis, and even fibromyositis 
or fibrositis, conditions which often are 
co-existent or caused by it. This is in con- 
tradistinction to hypertrophic arthritis, 
which also masquerades under the names 
osteoarthritis, hypertrophic osteoarthritis, 
degenerative arthritis, and for those who 
follow the German literature, arthritis de- 
formans, though British and American 
usage commonly applies this last term 
loosely and impartially to both atrophic and 
hypertrophic arthritis alike. It is unfor- 
tunate that all attempts to establish a uni- 
form nomenclature have failed. It is neces- 
sary to stress the fact that the two differ- 
ent types mentioned above are entirely dif- 
ferent clinical and pathological entities, and 
it is solely with the atrophic type, or the 
atrophic component if the case be of mixed 
type, that this paper deals. 


Atrophic arthritis is a systemic disease 
of undetermined origin, and characterized 
by progressive chronic involvement of the 
structures of various joints. Easily recog- 
nized when typical, its manifestations may 
be obscure or protean in many instances, 
and in a number of cases a hypertrophic 
component exists to present mixed types. 
The same is true occasionally of gouty or 
other mixed components. 

While considered essentially a disease 
of cold and temperate climates and rare 
in the ee there is reason to believe 
that it is far commoner in warm climates 
than has been believed. We have seen 
cases originating in American sailors and 
marines serving afloat and ashore in the 
tropics and also in gold miners from Costa 
Rica. The incidence in women is three 
to one over men, and while the disease 
may occur at any age, it usually starts be- 
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tween twenty and fifty with the greatest 
incidence in the third decade. No race 
is immune. 

It is usually impossible to demonstrate 
any infectious organism in the tissues in- 
volved and, as in rheumatic fever, many 
observers believe that atrophic polyarthritis 
is a Clinical expression of one or more 
of the various manifestations of bacteria! 
allergy. 

This leads logically to the consideration 
of foci of infection in relationship to 
pathogenesis. After the pioneer work of 
Frank Billings in developing the theory 
of focal infection as a cause of general 
or localized disease remote from the focus, 
it became quite fashionable after the first 
World War to consider all unexplainable 
chronic inflammatory lesions, as well as 
many acute ones, as being due to some 
obscure focus of infection. Remove the 
focus, cure the disease: if the patient didn’t 
get well, look further for obscure or missed 
foci. If he got worse (which he fre- 
quently did), well, better luck next time! 

Nevertheless, in this country the im- 
pression has prevailed quite generally that 
most atrophic arthritis cases were due to 
focal infection. On this account tonsils 
have come out, teeth have been pulled, 
sinuses washed, prostates massaged, 
cervices cauterized, appendices and _ gall- 
bladders removed, and hemorrhoidectomies 
done. Occasionally spectacular improve- 
ment with subsequent cure has resulted. 
In some instances the patients immediately 
became much worse following such proce- 
dures, to be followed later by gradual and 
sustained improvement. Most often no 
change occurred and the disease followed 
its natural course. This, of course, has 
resulted in a healthy scepticism in the minds 
of many competent and experienced ob- 
servers. 

This led to a consideration of the bowel 
in regard to altered metabolism, assimila- 
tion, nutrition, and its potential source as a 
site of focal infection or the production 








of allergens as causes of atrophic arthri- 
tis. 

It was and is a common observation that 
nutrition in atrophic arthritis often is pro- 
foundly affected, the patient thin and with 
poor appetite, with faulty posture, poor 
elimination, and marked systemic decalci- 
fication, in addition to the proliferative 
joint changes and narrowing of the joint 
spaces. In my own experience, about one 
out of every four cases observed manifests 
gallbladder disease, dyskinesia, cholecysti- 
tis, or stones. 

Some years ago, while visiting the 
Toronto General Hospital, we found that 
Professor Fletcher was investigating the 
relationship of the gastro-intestinal tract 
to atrophic arthritis. He was kind enough 
to allow us to view a large number of 
x-ray film studies of the gastro-intestinal 
tract in atrophic arthritis patients. 

All of these cases showed marked 
visceroptosis of the colon. In many the 
ileocaecal valve was incompetent with back- 
flow of caecal contents. in some, marked 
obstinate spasticity was present; in other 
cases minor to pronounced degrees of 
atonic dilation were seen. 

Blood sugar tolerance curves were ab- 
normal in a high percentage with a delay in 
the return to normal. While circulatory 
changes have been believed to account for 
this, it seemed wise to investigate the re- 
striction of carbohydrates in the diet. 

It had long been the opinion of the 
author, amply backed up by the literature, 
that these undernourished, underweight, 
chronically ill people should be made to 
gain weight as quickly as possible, and 
that any diet well tolerated by them was 
a good diet, without restrictions as long 
as it was high in calories, and included 
fresh fruits and vegetables to supply vita- 
mins. 

We found that Doctor Fletcher was 
supplying his patients with a maintenance 
protein, relatively low carbohydrate, and 
high fat diet. Where no gouty tendency 
existed, nucleoproteins were liberally pro- 
vided to replace muscle meats, and liver, 
brains, kidney, and sweetbreads were lib- 
erally used. In addition the diet was sup- 
plemented with materials rich in vitamin 





B complex in the form of wheat germ, 
brewer's yeast, or other sources. Milk or 
milk products was a part of the diet, as 
well as neutral fats. 

In most of these patients cholesterol is 
low or normal. In some it is high. The 
blood caicium is usually low. In many, 
as stated, dysfunction of the gallbladder 
exists. All of these, and other factors, 
must be taken into consideration in any 
hin case and the diet altered from its 
asic pattern to conform to individual re- 
quirements, with the fat content modified 
accordingly. 

The follow-up, gastro-intestinal x-ray 
series on these cases were remarkable. In 
most instances after unpredictable and 
varying intervals of time, the colon would 
seem to move out of the pelvis back to 
a higher and more normal position, and 
the attcndant conditions of spasticity or of 
atony showed visible improvement. Con- 
currently the weight increased, bowel func- 
tion improved, and the joints became bet- 
ter, in many instances free from pain and 
swelling. 

After personally trying this regimen in 
our practice for several years with excel- 
lent results, we returned to Toronto for 
further study and to follow up some of 
the cases previously viewed. We came 
away convinced, and have used this dietetic 
approach ever since. 


Many patients respond to diet alone, 
but nothing in this article is to be con- 
strued as stating that other factors do not 
enter, such as correction of posture, pre- 
vention or correction of deformities, or 
relief of pain; or that other measures may 
not be necessary, such as x-ray therapy 
in Marie Striimpell’s disease, removal of 
infected galtblasiers chrysotherapy, vac- 
cine therapy, the addition of vitamin D, 
and other procedures when indicated in 
a particular case. 

We are merely trying to state that in our 
opinion special diet plays a role in the 
successful therapy of atrophic arthritis, and 
also in the treatment of some of ihe mixed 
types in so far as the atrophic component 
is concerned. 

60 South Grand Avenue 
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Neglected Aspects of Hypertension 


James H. Hutton, M.D., F.A.C.P. 
Chicago, Illinois 


Directly or indirectly hypertension is 
said to cause 600,000 deaths annually. 
Sixty different conditions are reported to 
have been found in connection with it; 
but correctible conditions are found in 
only 5 per cent of the cases.‘ It seems 
likely that but a small percentage of cases 
have any important endocrine factor that 
can be recognized by our present methods 
of study. My excuse for calling attention 
to this aspect of the problem is the large 
number of deaths due to hypertension and 
the fact that we are so largely in ignorance 
of its etiology. 

The kidney was first blamed for this 
disorder, but failure to find adequate evi- 
dence of its participation was leading to 
a general abandonment of the idea that 
the kidney was responsible and it was 
beginning to be thought that it was the 
victim rather than the criminal in the case. 
However, Goldblatt’s announcement? of 
his ability to produce either benign or 
malignant hypertension in animals by vary- 
ing degrees of kidney ischemia again 
centered attention on the kidney. The 
belief that it was at fault was strengthened 
when it was shown that the injection of 
kidney extracts would relieve some cases of 
hypertension in man as well as in animals.* 
However, as Welch‘ pointed out, the idea 
that kidney ischemia causes essential hyper- 
tension by increasing the elaboration of 
tenin and angiotonin is contradicted by 
the fact that renin is not found in the 
blood in essential hypertension though it 
is present in renal hypertension and severe 
glomerulonephritis. Also there is no in- 
crease in the globulin precursor of angio- 
tonin in essential hypertension. 

Long ago® attention was called to the 
many respects in which hypertension and 
diabetes resembled each other. It was 
thought that this might indicate some 
etiological factors common to both con- 
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ditions. It has been known for a long 
time that during its active phase every 
variety of ane involving the 
anterior lobe is often associated with hyper- 
tension or diabetes or both. Hypopituitar- 
ism is associated with lowered blood pres- 
sure and an increased tolerance for glu- 
cose. Adrenal tumors are often associated 
with hypertension or diabetes or both, * 
while destructive lesions of the cortex as 
in Addison’s disease are characterized by 
hypotension and hypoglycemia. Hyper- 
thyroidism is sometimes associated with 
hypertension which, in a considerable per- 
centage of cases, is improved when the 
hyperthyroidism is corrected. Curiously, 
hypertension occasionally occurs in con- 
nection with hypothyroidism and in such 
cases can sometimes be relieved when the 
hypothyroidism is treated with adequate 
doses of thyroid. 

In more recent years diabetes has been 
produced in the dog by intraperitoneal 
injections of anterior pituitary extract.6 In 
rats hypertension has been produced by 
intraperitoneal’ and intrathecal® injections 
of posterior pituitary extracts. In the same 
animal cardiac hypertrophy and nephro- 
sclerosis have been produced by overdosage 
with desoxycorticosterone acetate and so- 
dium chloride. The adrenal cortex elab- 
orates hormones having an effect on carbo- 
hydrate metabolism opposite in nature to 
that of insulin. 

There can no longer be any reasonable 
doubt that the pituitary and adrenals are 
partially responsible for some cases of 
hypertension and diabetes. We have no 
way of knowing how many such cases there 
are, nor do we have any completely reliable 
methods of determining the endocrine 
components in most cases. 


Since 1932 in a series of more than 400 
cases of essential hypertension seen by one 
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or more of our group’® we have encoun- 
tered six patients whose symptoms could 
be diol and their blood pressure sig- 
nificantly reduced by the administration of 
thyroid. The dose was that amount which 
would relieve the symptoms of hypothy- 
roidism without causing tachycardia, tremor 
or nervousness. The average dose was two 
grains per day. 

In the same period we have seen three 
patients with hyperthyroidism. One had 
undergone two subtotal thyroidectomies 
but had a recurrence of symptoms. One 
had been operated on five times. The last 
operation was intended to be a total thy- 
roidectomy. One was not operated upon. 
The symptoms of hyperthyroidism were 
relieved and the blood pressure reduced 
to nearly normal figures in all three cases 
by a series of low-dosage x-ray treatments 
directed at the pituitary and adrenal regions 
according to a technique presently to be 
described. 

We have seen only one patient with 
adrenal or pituitary tumors. This patient 
had both but they were recognized only 
at the postmortem examination. 

We have encountered only one case in 
which the hypertension associated with the 
male climacteric seemed to be helped by 
injections of testosterone propionate. 

The administration of estrogenic prepa- 
rations in doses sufficient to relieve their 
menopausal symptoms had very little effect 
on the blood pressure of middle-aged 
women. 

Slightly over 3 per cent of the patients 
seen were helped by injections of anterior 
and posterior lobe pituitary extracts and 
small doses of thyroid. All of these pa- 
tients—i.e., this 3 per cent—were middle- 
aged or beyond. All of them were obese. 
The average dose of thyroid was two 
grains per day. This was determined by 
the patient's response to it as already de- 
scribed. They were given injections twice 
weekly of 0.5 cc. of anterior pituitary 
extract and 5 units of posterior pituitary 
extract. They were also put on a reducing 
diet of 100 calories (C. 80, P. 80 and F. 
40 grams), and all of them lost weight. 
We do not believe, however, that the relief 
of symptoms and reduction in blood pres- 
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sure resulted from the dietary restrictions, 
Despite a slow gain in weight when treat- 
ment was stopped, the blood pressure rose 
much more slowly. 

_ Griffith et al.11 have reported reduction 
in the blood pressure of some patients 
given injections of pitressin. 


In most of our patients their hyper- 
tensive condition was thought to be due 
to pituitary and adrenal malfunction. All 
of these were treated by small doses of 
x-ray directed at the pituitary and adrenal 
regions. We have tried various doses of 
irradiation, but the factors found most use- 
ful are as follows: 120 kilovolts, 2 mm. 
aluminum filter, 50 cm. skin target distance, 
3 milliamperes and about 50 r delivered 
to each area treated. Irradiation is ap- 

lied to three areas at each sitting—to 

th sides of the pituitary through a 10x10 
cm. portal and to the adrenals through 
a common portal 15x15 cm. 

After the first x-ray treatment we check 
the blood pressure at 3 to 7 days. intervals 
depending on the patient’s convenience. 
If symptomatic relief and a marked fall in 
blood pressure occur, no further treatments 
are given until the blood pressure begins 
to rise or the symptoms recur. If no such 
favorable reaction follows the first treat- 
ment, a second is given one week after 
the first and the blood pressure checked 
as before. Six. treatments are given at 
weekly intervals provided a drop in blood 
pressure and symptomatic relief do not 
occur sooner. Whenever these occur, 
whether following the first or some subse- 
quent treatment, no further treatments are 
given until the blood pressure begins to 
rise or symptoms recur. One or two treat- 
ments are sometimes sufficient to give 
symptomatic relief and produce a sub- 
stantial fall in blood pressure over a period 
of several months. 

By carefully watching the patient, i.¢., 
checking symptoms and blood pressure 
weekly, and ‘repeating the treatment as 
needed, the symptoms can be controlled 
and the blood pressure maintained at sub- 
stantially lower levels over a period of 
years in a considerable percentage of cases. 
The effect of treatment lasts for variable 
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periods of time in different potents and 
even in the same patient at different times. 
Eventually patients seem to become re- 
sistant to this treatment. After a period 
of years—six to eight in our experience— 
the blood pressure rises, even in those pa- 
tients who at first respond favorably, and 
is uninfluenced by further x-ray treatment, 
and the symptoms are less strikingly re- 
lieved, if at all. 

We have used much heavier doses but 
they were without noteworthy effect on 
blood pressure or symptoms. Other work- 
ers’? using heavier doses have also re- 
ported them without worth-while effects. 

We do not know why small doses are 
productive of good results when heavier 
ones are not. However, this is also true 
in the x-ray treatment of infections such 
as boils, carbuncles and erysipelas, and in 
the treatment of some menstrual disor- 
ders.1* The same thing is true of some 
drugs." 

More than two hundred patients who 
had three or more treatments experienced 
considerable improvement. That is, their 
symptoms were relieved and their systolic 
pressure reduced 30 mm. or more and 


their diastolic 10 mm. or more. In many 
cases the symptoms were relieved and the 
blood pressure reduced within three to 
seven pits after the first treatment. The 
symptoms most promptly relieved are 
headache, vertigo, tinnitus, precordial dis- 
tress, irritability and insomnia. 

The symptomatic relief is usually more 
striking than the reduction in blood pres- 
sure and may occur when the blood pres- 
sure is but slightly affected. Furthermore, 
when the blood pressure rises again there 
may be no recurrence of symptoms. 

The various procedures herein described 
add greatly to the comfort of those hyper- 
tensive patients who respond to them. Ex- 
cept in the cases of thyroid disturbance, it 
is unlikely that they modify to any great 
extent the course of hypertensive disease. 
However, in some cases the x-ray treatment 
has enabled the patient to remain longer as 
a self-supporting unit of society. It is a 
safe and simple procedure that can be used 
wherever x-ray equipment is available. It 
does not require hospitalization of the pa- 
tient. It may be given in conjunction with 
whatever other therapy the physician 
wishes to employ. 
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SPECIAL ARTICLE 


The Rh Factor 


This summarization attempts to cover all of the known 
therapeutic information on the subject and is designed 
as a time-saving refresher for the busy practitioner. 


Repriats available.* 


The Rh factor, which is the concern of 
every general practitioner today because of 
its importance in pregnancy and in trans- 
fusion reactions, was first discovered when 
rabbits were given injections of blood 
from rhesus monkeys. As a result of these 
injections the blood of the rabbits was 
found to have produced antibodies which 
pe the ability to agglutinate the 

lood cells of all rhesus monkeys and of 
85 per cent of the white people living in 
the United States.1-? 


Classification 


Prior to this time the system of classifi- 
cation established by Landsteiner for blood 
typing was as follows: Group A in which 
A agglutinogen is present alone in the 
blood cells and the blood serum contains 
antibodies against B; B group in which B 
agglutinogen is present alone in the cells 
and the serum contains antibodies against 
A; AB group in which both A and B ag- 
glutinogens are present in the cells and no 
antibodies are present; and O group in 
which neither A and B are present but 
antibodies against both A and B are.*45 
Group A occurs in about 40.4 per cent, B 
in 11.6 per cent, AB in 7.5 per cent and O 
in 40.6 per cent of white people.* Because 
there are no antigens present for the anti- 
bodies for A or B to act upon in the O 
group it can be administered to any person 
of any other group. Blood of any group 
can also be administered to a person of 
group AB since there usually are no anti- 
bodies present. 

In 1927-1928 the presence of other 
substances called M, N and P was observed 
in the blood.* M or N or both M and N 


* From the Editorial Research Department of the 
MepicaL Times, 67 Wall Street, New York 5, N. Y. 
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are present in all human beings and thus 
they are grouped as M, N or MN. It was 
believed that there were very few natural 
antibodies against these substances and that 
they practically never acted as antigens in 
man.*.? 


Causes of Reactions 


For this reason the reactions which 
sometimes occurred in transfusion proce- 
dures, despite every precaution, were at- 
tributed to one of three causes: (a) ad- 
ministration of incompatible blood; (b) 
presence of some contamination in the anti- 
coagulant solutions; or (c) an allergic re- 
action brought about by some substance 
present in the blood.?° 

Some consider that the discovery that the 
agglutinins, produced in the blood of rab- 
bits following injection of blood from 
rhesus monkeys, were specific for the M 
substance in human cells opened a new 
field of investigation.? Others state that the 
observation of the immunization of the 
mother by fetal blood was the beginning 
of this new field. 

The above mentioned antibody was 
named anti-Rh from the first two letters of 
the word rhesus. The term Rh-positive 
(Rh+) was applied to those cells which 
were agglutinated by serum containing 
anti-Rh and Rh-negative (Rh—) to those 
cells which could not be agglutinated by 
the anti-Rh containing serum. 

Investigation of various cases in which 
transfusion reactions occurred revealed that 
practically all of the reactions which could 
not be attributed to A or B incompatibility 
had taken place in men or women who 
previously had had - transfusions or in 
women who had recently been pregnant. 
In the latter instance the pregnancy had 
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generally resulted in a high incidence of 
neonatal morbidity, later shown to be due 
to erythroblastosis fetalis. 

A cross-matching of the blood of a 
woman who had recently delivered a 
macerated fetus with other bloods of the 
same group revealed that the serum of the 
former occasionally agglutinated the cells 
of a majority of the latter. Similar anti- 
bodies were identified in the blood sera of 
women who had delivered erythroblastotic 
infants. When these antibodies were 
compared with those which had been 
produced in rabbits they were found tc 
agglutinate the same cells. Thus it was 
believed that these women were all 
Rh-negative and that the fetus had 
inherited an Rh-positive blood from the 
father,this blood, escaping through the 
placental barrier, was believed to pass into 
the maternal circulation, causing formation 
of anti-Rh antibodies. The erythroblasto- 
sis in the infant occurred as a result of the 
anti-Rh agglutinins passing from the ma- 
ternal blood into the fetal circulation. 

Similarly in patients who had been 
transfused previously and who exhibited 
reactions in spite of the compatibility ot 
the blood or who had had an earlier preg- 
nancy, it was believed that the antibodies 
were identical with those produced in the 
rabbit following injection of rhesus 
monkey blood and the blood cells of such 
patients were Rh-negative. 

Thus it was observed that the blood re- 
sponsible for the production of antibodies 
had been administered at some time previ- 
ous to the introduction of the blood caus- 
ing the reaction. This was accomplished by 
the introduction of Rh-positive cells into 
the circulation of an Rh-negative recipient 
by means of transfusion’? or by the leakage 
of Rh-positive cells from the fetal circula- 
tion in the placenta into the circulation of 
an Rh-negative mother during preg- 
nancy." 

Due to the fact that there were two 
different groups working in this field in- 
formation on it became available much 
more rapidly than is customarily the case. 
Investigations of many cases were carried 
out and by the end of 1941 the clinical im- 
portance of the Rh factor had been estab- 
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lished. The antibodies were produced in 
rabbits and named anti-Rh agglutinins. 
Agglutinins of identical specificity were 
produced in humans either by fetal blood 
across the placental barrier or by means of 
transfusion of Rh-positive blood.''!® The 
cause of erythroblastosis fetalis had been 
demonstrated by the fact that an Rh-nega- 
tive woman could be immunized by the Rh 
antigen in the blood cells of the fetus and 
that the maternal antibodies formed would 
pass back through the placenta to the fetus 
and cause erythroblastosis.'* 15 


Rh Antigens 


The Rh factor is an antigen found on 
the surface or in the substance of some 
human erythrocytes.!® It consists of ultra- 
microscopic chemical molecules which are 
attached to the red blood cells and these 
cells are clumped by anti-Rh agglutinins. 
Those cells which do not have this antigen 
attached are not clumped. The Rh factor 
is also known as an antigen because it 
stimulates the production of antibodies 
when introduced into the circulation of an 
individual whose blood does not possess it. 
Varying numbers of antibodies are formed 
by different cells due to the fact that some 
carry strong and some weak Rh-positive 
antigens. There are periods when none 
are formed. 

The status of the individual in respect to 
Rh is similar to that of the A-B and M-N 
blood groups. It is a normal variate like 
the color of the eyes and hair. Once it is 
established it is permanent and is not 
changed in a lifetime. No other known 
character of human blood or sex has been 
shown to have any relationship to it.1® One 
worker has reported a disproportionately 
low incidence of Rh-negative individuals 
in group A but no other investigators have 
confirmed this.'8 

When the Rh antigen was first discov- 
ered it was thought to be one specific anti- 
gen which was possessed by the red blood 
cells of 85 per cent of the white population 
and absent from the cells of the remaining 
15 per cent. This supposition was short- 
lived for it was soon observed that there 
are 3 varieties, any one, two or three of 
which are present in an Rh-positive in- 
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dividual.1*.1®-25 The first one recognized is 
the most common and is found in 85 per 
cent of the whites.It is designated as Rho 
or D. The next most common is designated 
as Rh’ or C and is found in 70 per cent. 
The third is called Rh” or E and is found 
in approximately 30 per cent of the white 
population. It is not usual for any one of 
the three antigens to be present alone but 
when this does occur the blood is known 
as Rhy, Rh’ or Rh”, dependent upon the 
variety. Rh, is usually found in combina- 
tion with one of the other two. If Rhy and 
Rh’ are present simultaneously the blood is 
called Rh,’ or Rh, (CD). It is said to be 
Rho” or Rh, if Rhy and Rh” are present 
(DE). In the rare case of Rh’ and Rh” be- 
ing found together the blood is considered 
to be Rh’” (CE). In the presence of all 
three antigens the blood is termed Rho’” 
(Rh, Rh,) or CDE. In the absence of all 
three the blood is Rh-negative or rh. 


Incidence 


A study of the distribution in terms of 
per cent of Rh blood types in 645 Cauca- 
sians revealed that 12.9 per cent were Rh—; 
1.9 per cent, Rho; 0.9 per cent, Rh’; 0.5 
per cent, Rh”; 53.7 per cent, Rh, (Rh,’); 
15.3 per cent, Rhy (Rh)”); 14.4 per cent, 
Rh,” (Rh, Rh) ; and 0.01 per cent, Rh’’’.?¢ 

In the discussion on these pages the 
term Rh-positive (Rh+) will be used in 
considering Rh, alone or in combination 
with the other two antigens. The com- 
monly used testing serum is for Rh, rather 
than the others. Absence of Rh, will be in- 
dicated by use of Rh-negative (Rh—). 


Hr Antigens 


The original concept of the Rh factor 
was that it was present in the positive 
group and absent in the negative group. 
The discovery of another antigen on the 
Rh-negative cells refuted this belief. In 
order to link this antigen with the Rh one 
it was called Hr.'*: 2? There are believed to 
be three varieties of Hr which parallel the 
three varieties of Rh. Cells which are Rh- 
negative possess all three Hr antigens 
(cde) whereas cells with only one such as 
Rh, (D) will possess two Hr antigens, Hr’ 
or c and Hr” or e in addition.'® 
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The Hr antigens are rather weak and 
rarely produce antibodies. The only one 
which under ordinary conditions produces 
an antibody is Hr’. Thus the only Hr 
serum available is the one containing anti- 
Hr’ agglutinins (anti-c). 


Rh Antibodies 


When the Rh antigen is introduced into 
the blood stream of the Rh-negative person 
antibodies are formed. Such antibodies are 
not found as a normal constituent of the 
blood but occur only when the antigen has 
been administered.?* For any appreciable 
immunization repeated exposure is usually 
necessary. The ability to produce anti- 
bodies varies with the Individual for some 
are not capable of developing any anti- 
bodies against Rh antigens. 

Injection of very small quantities of Rh- 
positive blood in experiments on young 
men has resulted in the production of anti- 
bodies whereas in other cases repeated 
transfusions of Rh-positive blood into Rh- 
negative persons resulted in the formation 
of antibodies. Immunization may develop 
as a result of the presence of an Rh-posi- 
tive fetus in the uterus. The fetal blood 
cells pass from the placenta into the ma- 
ternal blood circulating between the villi. 
There are two theories as to when this 
occurs: during pregnancy as a result of 
leakage of small quantities of fetal blood 
into the maternal circulation or during 
labor or delivery as a result of some 
passage of fetal blood into the maternal 
circulation.!° The first theory is believed to 
be more significant. 

There have been identified two types of 
antibodies against Rh. The first type is 
called anti-Rh agglutinins because these 
unite with Rh-positive erythrocytes sus- 
pended in saline and bring about their ag- 
glutination; the second type is called in- 
complete, partial, blocking, inhibiting, 
coating, thermostable, late, mature and hy- 
perimmune antibodies because these do not 
agglutinate the cells unless the latter are 
suspended in albumin. In the body both 
types act as hemolysins but when exposed 
to cells in a test tube do not produce hemo- 
lysis. Although addition of complement 
in similar reactions causes hemolysis of 
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agglutinated cells such is not the case in 
this instance. 

The agglutinating antibodies were dis- 
covered first and were found to be warm 
agglutinins because they are more active 
at 37° C.than at icebox temperature."® Heat 
destroys them and they are believed to be 
rendered inactive at 65-70° C. for 5 to 10 
minutes.2*:29 Potency may be maintained 
for some time at 0° C. but will be lost in a 
few days at room temperature. Some work- 
ers have reported that sterile agglutinating 
serums which had been made specific for 
Rh gradually developed nonspecific agglu- 
tinating activity when stored in the ice- 
box.%°8! Some have also reported that 
Merthiolate will inactivate the agglutinins 
in a short time*? whereas others stated 
that activity was still present many years 
later in serums to which Merthiolate had 
been added.** 

Examination of the blood of individuals 
immunized to Rh will show the presence 
of the agglutinating antibody. Its presence 
has been demonstrated by some workers in 
93 out of 97 Rh-negative mothers of babies 
born with hemolytic disease with the con- 
centration reaching a maximum in 7 to 21 
days following delivery.*+.*> Agglutinating 
antibodies may not be observed in patients 
immediately following transfusion due ‘to 
a union of the antibody and the trans- 
fused Rh-positive cells but later they can 
frequently be demonstrated in those pa- 
tients who have had intragroup transfusion 
reactions. As the formation of antibodies 
reaches its maximum the titer falls and no 
antibodies may be observed within a few 
months. It is possible for them, however, 
to persist for several years.** 

The agglutinating antibodies have also 
been demonstrated in the breast milk of 
most women who have delivered recently 
and whose blood contains antibodies. The 
titer varies with that in the blood and is 
usually slightly lower.5* 

Certain agglutinating bodies have been 
found to combine with Rh-positive cells in 
the circulation without bringing about an 
agglutination or hemolysis. These anti- 
bodies eventually are detached and are 
once more free to combine with other cells. 
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Nomenclature 


The nomenclature for the agglutinins 
follows that for the factor itself. The first 
one discovered was that which agglutinates 
Rhy cells and was named anti-Rh,. Serum 
containing anti-Rhy has been produced and 
is sometimes referred to as standard anti- 
Rh serum because it can be produced in 
animals and is the only human type avail- 
able in large quantities for clinical use.1° 
The anti-Rh’ agglutinins are produced by 
Rh’ cells and the anti-Rh” by the Rh” cells. 
It is not common for only one type of anti- 
gen to be present in the blood so that Rhy 
is usually associated with Rh’ or Rh” and 
consequently the corresponding antibodies 
may also be present along with the 
anti-Rho. 

About 3 years after the recognition of 
the Rh antibody the second type was dis- 
covered.?9.38,39 This type of antibody does 
not cause agglutination of cells possessing 
the specific antigen when suspended in 
saline. The various names as mentioned 
previously were given to these antibodies 
because of their characteristics. They are 
more thermostable and are not affected by 
Merthiolate. 

It has been demonstrated that these 
antibodies when mixed with the aggluti- 
nating ones in a test tube inhibit the activ- 
ity of the latter. Intravenous injection of 
this mixture followed by an examination 
of the blood reveals that the agglutinins 
are circulating in the serum and the block- 
ing antibodies are attached to the cells. The 
latter seem to have a greater affinity for 
the cell units than the agglutinins and as 
a result the latter are hidden but not affect- 
ed. In most cases the blocking antibodies 
react specifically with these cells which 
contain Rh, antigen. 

The agglutinating antibodies are be- 
lieved to be formed first, followed by the 
blocking antibodies which are believed by 
some to be degeneration products of the 
former. The blocking antibodies remain in 
the blood longer and are thought to mark 
a state of greater immunity. 

Both antibodies appear to be capable of 
causing hemolytic disease and transfusion 
reactions so that there appears to be no 
specific difference in the activity. 
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Rh Status of Parents as Related to Rh Status of Their Children 
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One of the sera, investigated in the early 
work on the Rh factor, was found to 
possess an antibody which agglutinated all 
Rh-negative cells and many Rh-positive 
cells. Because of its relation to Rh this anti- 
body is named anti-Hr. As discussed under 
the antigens, the antigen producing this 
anti-Hr is called Hr. Such antibodies react 
with all bloods from individuals who do 
not possess two genes which determine the 
presence of Rh’. They are therefore called 
anti-Hr’ agglutinins.15*° There are as 
many varieties of anti-Hr serums as there 
are of anti-Rh. 

Use of the 3 anti-Rh serums and the 
anti-Hr’ serum theoretically allows for the 
differentiation of 12 varieties of blood of 
which 2 are very rare. Use of anti-Hr” 
serum increases the number to 16 of which 
4 are very rare and use of anti-Hr, brings 
the total to 27 types. However, only the 
anti-Hr’ and the anti-Rh, serums are avail- 
able generally. 


Inheritance 

The genes present in the chromosomes 
of the ovum and the sperm cell when they 
are united are responsible for the inheri- 
tance of all characteristics of the body. 
There are 24 chromosomes from the father 
and 24 from the mother each of which 
contains thousands of genes. Each gene is 
responsible for the formation of one in- 
dividual body characteristic and is located 
at a constant position (locus) in each 
chromosome. The genes in both members 
of a pair are believed to occupy identical 
places in their respective chromosomes. 

The child’s cells contain 24 pairs of 
chromosomes and thousands of pairs of 
genes. Alleles is the name given to the 
varieties of genes which occupy a single 
locus. If one gene of a pair is masked by 
another the former is recessive and the 
latter dominant. They are considered to be 
of equal dominance when they are equal in 
strength. When the genes at the corre- 
sponding loci on each member of the pair 
of chromosomes are identical, an individ- 
ual is considered to be homozygous for the 
characteristic determined by those genes 
and when they are different he is consid- 
ered heterozygous. !¢ 

Allelic genes of equal dominance are 
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responsible for the inheritance of Rh and 
Hr. Rh was considered dominant over ab- 
sence of Rh (rh) when Rh was believed 
to be a single entity and 3 possible gene 
combinations were recognized. With the 
discovery of the 3 Rh antigens the sugges- 
tion was made that specific genes were 
iver responsible for the various com- 
inations of the three. Eight genes (R°, R’, 
R”, R%, R°”, R’”, R’”, r) were described 
and each was believed to be responsible for 
the antigen indicated by its name. Two of 
these genes are present in every person. 
When the Hr factor was discovered the 
suggestion was then made that inheritance 
might be due to 3 pairs of closely related 
genes (Rh’ and Hr’, Rhy and Hry, Rh” 
and Hr’), each gene being responsible for 
a single antigen. The father and mother 
each would transmit one member of each 
pair to the child resulting in every individ- 
ual possessing 3 pairs of genes related to 
the Rh, Hr pattern. When letters are used 
to indicate the antigens C-c, D-d and E-e 
correspond to the Rh-Hr combinations.*!47 
No child has been found to possess any 
antigen which is not present in either of 
the parents. In those cases where there are 
more than one antigen present in a parent 
the combination is commonly transmitted 
to the child. This transmission is not al- 
ways invariable. The parent’s blood must 
also possess Hr antigens before it can be 
found in the child. Inheritance factors are 
extremely important in establishing pa- 
ternity in disputed cases and in prognosis 
of the outcome of future pregnancies after 
a child is born with hemolytic disease. This 
will be discussed more thoroughly later. 


Racial Differences 


A study of the racial differences in re- 
spect to incidence of Rh has shown that 
approximately 15 per cent of most white 
populations are Rh-negative. The Belgians 
have shown an incidence of 24.6 per cent 
Rh-negative and the Basques, 33.6 per cent, 
which are the highest figures report- 
ed.**:49 The percentages of Rh-negative in- 
dividuals in most non-white populations are 
much lower than the 15 per cent. The full- 
blooded American Indians, American Ne- 
gtoes, Mexican Indians, Eskimos, Austral- 
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ian aborigines, Fijians, Papuans, Japanese 
and Chinese are all Rh-positive. When the 
Rh-negative character is found in any of 
these people it is an indication of inter- 
marriage with the white race. The anti-Rh, 
serum is used for testing. 

The incidence of the Rh gene varies for 
the same reasons as the incidence of A-B 
and M-N groups; (a) isolation of small 
groups of people followed by inbreeding 
and increasing dominance of certain forms; 
(b) intermixture of characteristics due to 
migration of some races; (c) migration of 
races and intermixture results in mutation 
to new forms. It is also believed that the 
Rh-negative gene is being eliminated as a 
result of the death of the heterozygous 
infants having hemolytic disease. The 
heterozygous infant has an Rh-negative 
gene which is lost when he dies and be- 
cause they are less available than the Rh- 
positive genes the rate of loss is more 
rapid.°*.°* Some conclude that the inter- 
mixture of races, originally made up 
wholly of one type or the other, is respon- 
sible for the incidence. 


Transfusion Reactions 

In giving blood transfusions it is ex- 
tremely important that the blood not only 
be typed according to the A-B classification 
but also for the Rh factor. If an Rh-nega- 
tive person is given but one transfusion of 
Rh-positive blood there may be no reaction 
at the time but it may result in the initia- 
tion of antibody formation. If it is neces- 
sary to give additional transfusions several 
days or weeks apart the antibodies formed 
may be sufficiently concentrated to cause 
hemolysis of the Rh-positive blood being 
transfused. This results in what is known 
as a transfusion reaction which occasionally 
may be severe enough to result in death. 

Chills, elevation of temperature and 
substernal pain accompany this sudden re- 
lease of hemoglobin. The serum bilirubin 
is increased almost immediately and within 
a few hours icterus may be observed. In 
cases where the antibody titer is high and 
a large quantity of blood is transfused the 
kidneys may stop working and death oc- 
curs as a result of uremia. If the urine is 
acid’ hemoglobin will be precipitated in 
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the kidney tubules and occasionally may 
block them entirely. Cell destruction is as- 
sociated with the production of a toxic sub- 
stance which brings about alterations in 
glomerular and tubular epithelium. 
Death does not usually occur Sates the 
antigen-antibody union is much more slow 
than in cases of A-B incompatibility. The 
concentration of Rh antibodies is seldom 
as great as that of anti-A or anti-B. It is 
dificult to predict whether an individual 
is going to require additional transfusions 
so that all eventualities should be consid- 
ered and provision made for them. Because 
the antibodies do remain in the blood for 
some length of time the importance of this 
cannot be over-emphasized. 


Necessity for Typing 

Reactions are more common in individ- 
uals given several transfusions within a 
period of a few days or weeks and then 
none for several months or years. In such 
instances one transfusion may not cause a 
reaction but if repeated within a few days 
there will usually be a reaction. Multiple 
transfusions of Rh-positive blood may also 
result in a much greater immunity as well 
for the greater immunizing effect of mul- 
tiple injections is well-established. In ideal 
conditions the person to be transfused 
would be first tested for the Rh factor and 
Rh-negative blood given only to Rh-nega- 
tive individuals but this is not always pos- 
sible. However, it is important that all 
Rh-negative individuals receive Rh-nega- 
tive blood. 

In cases where multiple transfusions are 
necessary and no Rh-negative blood is 
available the transfusions should be given 
in as short a period of time as possible be- 
cause it has been observed that the rate 
of antibody formation is not sufficiently 
rapid in a majority of cases to bring about 
a sufficient concentration to cause a reac- 
tion. This is not infallible for rapid anti- 
body formation has been reported.*° 

A more important reason for determin- 
ing Rh status before a transfusion is per- 
formed is the avoidance of stimulating 
antibody formation ina woman which may 
prevent her from ever bearing normal chil- 
dren. If the patient is Rh-negative and is 
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given a transtusion of Rh-positive blood 
antibody formation may be stimulated and 
if the husband is Rh-positive she may 
never bear normal children.5* Hemolytic 
disease may occur in all children delivered 
by a woman with Rh-negative blood who 
even years before she was pregnant was 
given Rh-positive blood in transfusion. 
There are few deaths in patients who 
suffer transfusion reactions but there may 
be permanent kidney damage. Also the pa- 
tient receives no benefit from the blood 
transfused because of the rapid hemolysis 
which takes place. In some instances more 
blood may be destroyed than is admin- 
istered. 
_ Thus it can be seen plainly that deter- 
mination of the Rh status prior to trans- 
fusing blood is important in preventing 
immunization so as to prevent any reac- 
tions from subsequent transfusions and 
particularly in women so as to allow them 
to bear normal children. 


Immunization from Pregnancy 


Immunization of sufficient degree to 
cause a reaction from transfusion may also 
be brought about by multiple pregnancies 
in which the mother is Rh-negative and 
the fetuses are Rh-positive. In such cases 
‘the mother may become immunized from 
her first child but the disease may not be 
noticeable in the infant because it may 
not be greatly affected. Also it is possible 
that the Rh-positive blood of the fetus did 
not reach the maternal circulation until 
the infant was being delivered, in which 
case the latter would not be affected. How- 
ever, the next children borne by her have 
very little chance of being free of hemo- 
lytic disease. If an infant is born with 
hemolytic disease, if he is jaundiced and 
dies in a few days and finally if an edema- 
tous fetus is delivered who died during 
gestation the mother is probably Rh-nega- 
tive and has developed an immunity to the 
Rh antigen.'¢ 

Immunization to Rh antigen as a result 
of pregnancy, which appears to be a more 
effective agent than one or repeated trans- 
fusions, causes more severe transfusion re- 
actions. Thus transfusions of Rh-positive 
blood should never be given to a woman 
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who has borne a child with congenital 
hemolytic disease, a child who died a few 
days following birth, or a child who died 
before birth from unknown causes unless 
it can be demonstrated that the mother is 
Rh-positive or that there are no Rh anti- 
bodies present. If she is known to be Rh- 
negative so much the better. 

Consequently, determination of the Rh 
status before a transfusion is important in 
the prevention of reactions which might 
follow due to previous transfusions or 
pregnancies. 

If there is any doubt about the blood 
being given or about the patient’s blood 
or if Rh-negative blood is not available in 
an emergency transfusion procedure it is 
important that the urine be alkalinized by 
the administration of one-sixth molar 
sodium lactate. This may save the patient's 
life if there is an Rh incompatibility but it 
does not allow tor free administration of 
Rh-positive blood.1¢ 


Rh in Congenital Hemolytic Disease 


The presence of Rh antibodies in the 
blood of the mother may cause congenital 
hemolytic disease (erythroblastosis fetalis 
or hemolytic anemia of the newborn) in 
the child. If the husband is Rh-positive 
and homozygous for Rh and the wife is 
Rh-negative it is certain that all of the 
children will be Rh-positive. If the hus- 
band is Rh-positive and heterozygous for 
Rh half the children will be Rh-positive. 
If the mother is Rh-negative and becomes 

regnant she may develop Rh-positive anti- 

dies in her blood as a result of the Rh- 
positive fetal blood passing through the 
placental barrier into the maternal circula- 
tion. The antibodies thus formed may pass 
again from the maternal blood into the 
blood of the fetus and hemolyze the fetal 
Rh-positive blood cells. As a result of this 
hemolysis a pathologic baby is born. 

The antibodies formed in the maternal 
circulation during a single pregnancy rarely 
attain sufficient concentration to do harm 
to the fetus, which partially accounts for 
the fact that a first-born child may not be 
affected. It also may be due to presence of 
some unknown body in the uterus or in 
the body as a whole which does not permit 
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the antibody formation in a first dn goomocd 
but which is not active in succeeding preg- 
nancies; the antibodies formed may be pre- 
vented from reaching the fetus by some 
mechanism which is present in the placen- 
ta of a primigravidous woman; there may 
be some protective mechanism for a first 
fetus inherent in its primogeniture which 
is not the case in later fctuscs; or immun- 
ization may not take place until after birth 
if the fetal cells are not delivered into the 
maternal circulation until time of delivery. 
The latter factor along with the concen- 
tration of antibodies on first pregnancy ap- 
pears to be more logical. [1 the mother 
previously has been transfused with Rh- 
positive blood or has had an abortion anti- 
bodies may have developed which would 
alfect the child. 

When such antibodies have once been 
formed and are sulliciently concentrated so 
as to cause hemolytic disease in a child 
it can be expected in all subsequent Rh- 
ositive fetuses since these maternal anti- 
Tes may remain from the earlier im- 
munization or may develop again during 
the current pregnancy.'® 

‘There are many Rh-negative women who 
deliver infants who are not suffcring from 
hemolytic disease. A study of available 
statistics in respect to incidence, inheritance 
and other factors shows that only 3 or 4 
per cent of Rh-negative women produce 
antibodies which will harm the child. Vari- 
ous reasons for this have been advanced: 
(1) failure of fetal blood to enter the 
maternal circulation, which is not likely; 
(2) mother is unable to produce the anti- 
bodies; (3) preseme of an unknown tac- 
tor necessary to the immunization process. 
Various investigators have worked on these 
phases with different results.5"97-58 

A study of the incidence of hemolytic 
disease has shown that an infant, born in 
any one pregnancy up to and including 
the fifth pregnancy when the mother has 
not previously given birth to a child with 
hemolytic disease, has an increasing chance 
of being born with the disease. The anti- 
body production appears to be built up 
through several pregnancies until it is sufh- 
ciently concentrated to affect the child. If 
there is no such antibody production up to 
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the fifth pregnancy it is not likely to be be- 
gun alter this. Not only may the degree 
of immunization develop gradually but 
each pregnancy affords an additional op- 
portunity for immunization to occur as a 
result of some abnormality of labor or 
delivery. 


Symptoms of Congenital 
Hemolytic Disease 


The severity of the condition is the 
criterion of the manner in which the hemo- 
lytic disease is manifested. Fetal hydrops, 
icterus gravis and congenital anemia are 
the three forms most commonly observed. 

Specific pathologic changes may not be 
visible on a fetus which is so severely 
harmed early in intra-uterine life that it 
dies long betore termination of poms 
In cases of fetal hydrops the subcutaneous 
and muscular tissues are edematous; fluid 
accumulates in the pleural and peritoneal 
cavities; the spleen and liver are enlarged; 
anemia ts profound and the immature red 
cells predominate in the blood. The pla- 
centa may equal one-half (or more) of the 
weight of the fetus and both it and the 
umbilical cord may be edematous. A fetus 
with this severe form of hemolytic disease 
usually dies before birth or shortly there- 
after. 

In the most severe form of icterus gravis 
the above symptoms are also observed ex- 
cept that the edema may be absent or if 
present is usually mild. The placental sur- 
face, amniotic fluid and vernix caseosa may 
be somewhat yellow although the infant 
usually is not jaundued when delivered. 
There may be small ecchymotic hemor- 
thages under the skin. Immediately after 
birth jaundice develops and within 2 to 3 
days the skin will assume a deep yellow- 
orange color. Death ensues in the first 2 
days of life of many of these babies but 
some may survive. 

The most commonly found type of ic- 
terus gravis is the intermediate in which 
the only sign at birth may be an enlarged 
spleen. The infant appears to be normal 
but within 12 to 18 hours icterus appears 
and rapidly intensifies. Characteristic symp- 
toms of this stage include anemia, aniso- 
cytosis and immature red blood cells in the 
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circulation. The anemia is progressive al- 
though the immature red blood cells dis- 
appear from the blood. Brain damage in 
addition will cause death. Some infants 
may live as a result of blood transfusions 
but this is not always a sure cure. 

Recognition of the milder form of 
icterus gravis and proper treatment will 
give almost all infants afflicted with this 
type a chance to survive. The symptoms 
are similar to the above but all are char- 
acteristically milder. Jaundice does not 
appear for 18 to 36 hours after birth and 
no appreciable enlargement is noted in 
the liver and spleen. The anemia is less 
defined and there are fewer immature red 
blood cells present. Although the jaun- 
dice color is very intense it disappears 
in 7 to 10 days. Pulmonary hemorrhage 
may bring about death in rare cases. In 
some cases kernicterus is the only change 
noted and death may occur even though 
the hemoglobin and red blood cell levels 
are normal. If the disease is not diagnosed 
the anemia may develop sufficiently to 
cause death. In many of these cases sur- 
vival occurs without treatment. 

The most mild but least common form 
of hemolytic disease is that known as 
anemia of the newborn. This condition 
may not be suspected for 3 or 4 weeks 
of the life of the infant unless blood 
studies have been made every few days. 
In 3 or 4 weeks the infant may be very 
pallid. Jaundice may appear and disap- 
pear in the first week or not at all. An 
anemia develops which may become suf- 
ficiently severe to cause death in some in- 
stances. In most cases the infant will 
survive even without treatment due to the 
fact that the disease is self-limiting. The 
symptoms mentioned previously are usually 
not present. The maternal blood should be 
tested for Rh antibodies and the child ex- 
amined for anemia. 

As described previously the most com- 
mon characterics of congenital hemolytic 
disease due to incompatibility of Rh fac- 
tors include: hemolytic anemia, gen- 
eralized edema or jaundice, hepatomegaly, 
splenomegaly and increased numbers of 
circulating immature red blood cells. Ex- 
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tramedullary erythropoiesis is noted his- 
tologically.?¢ 

If an infant is born and develops in 
a few days a severe hemolytic anemia and 
jaundice the mother is usually Rh-negative 
and her blood should be tested for block- 
ing or agglutinating antibodies. 

Rh-positive mothers may occasionally 
give birth to a baby with anemia and jaun- 
dice but subsequent babies are normal so 
that the infants are considered as not hav- 
ing the true hemolytic disease. Some Rh- 
positive mothers may deliver an infant with 
fetal hydrops which is rarely due to hemo- 
lytic disease. Symptoms of hemolytic 
disease may be noted in infants with vari- 
ous malformations. A study usually re- 
veals that the mother is Rh-positive and 
the child is the first-born. Normal infants 
usually result from succeeding preg- 
nancies. 

A study of physical and _ serological 
changes may be necessary to differentiate 
whether the symptoms are due to hemo- 
lytic disease or to syphilis. In some cases 
both may be present. 

Prematurity, anoxia, birth trauma, mal- 
formation, excessive size of fetus, and 
syphilis may bring about the presence of 
circulating immature red cells in the blood. 
Some normal infants may even show 3 
or 4 such cells per 100 leukocytes. Counts 
of 50 or more per 100 leukocytes are 
rarely demonstrated except in cases of 
hemolytic disease. 

If the symptoms mentioned previously 
are present hemolytic disease must be con- 
sidered in the diagnosis. If some are 
present and others absent but the mother 
is Rh-negative with Rh antibodies in her 
blood it is almost certain to be hemolytic 
disease. If there is no anemia and the 
mother is Rh-positive the infant probably 
does not have congenital hemolytic dis- 
ease despite the other symptoms. 


Therapy of Congenital Hemolytic 
Disease 

Before the discovery of the Rh factor 
erythroblastotic infants were treated by 
blood transfusion as a means of maintain- 
ing adequate levels of hemoglobin and red 
blood cells. The percentage of complete 
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recoveries was very low. The use of Rh- 
negative blood improved the results but 
brain, liver and other organ damage still 
caused death in some cases. 

However, the infant should be given 
every opportunity and thus advance prep- 
arations to transfuse the infant immedi- 
ately after birth should be made before de- 
livery. Circulation through the cord should 
be interrupted immediately so as to prevent 
the uterine contractions from forcing pla- 
cental blood into the infant’s circulation 
Because of the difficulty of injecting the 
blood into the superficial veins and the 
possibility of injury to the child it has been 
recommended that a needle with a ball 
point be inserted into the umbilical vein 
and tied in place. Satisfactory results have 
also been achieved by using a small catheter 
inserted into the umbilical vein as far as 
the liver. The infant can tolerate about 75 
cc. of blood (10 cc. per Ib. of body 
weight) when first delivered if the cord is 
clamped immediately. If the anemia is very 
severe two more transfusions of 30 cc. each 
may be given at six hour intervals. The 
needle may be left in place for this pur- 
pose. After the third transfusion the cord 
should be retied above the level of the 
needle and the lower portion can be re- 
moved. If further transfusions are neces- 
sary another route must be used.1¢ 

After the initial danger has passed liver 
extract and iron may also be given. The 
possibility of a suddenly increased rate of 
destruction of erythrocytes necessitates that 
the count be at least 3,000,000 per cu. mm. 
and the hemoglobin value at least 10 Gm. 
per cu. mm. Since the cells may be de- 
stroyed rapidly in the first few days of 
life death may occur suddenly. A lower 
level may be set if the blood level assumes 
a stationary position in 4 or 5 days and 
the infant is normal otherwise. Through- 
out all of this the patient should be care- 
fully watched. 

Rh antibodies may either dissolve or 
clump the infant’s blood in vivo. Simple 
transfusions of Rh-negative blood will cor- 
rect the hemolytic anemia resulting from 
hemolysis but such methods will not cor- 
rect the im vivo clumping of the red blood 
cells which results in a blockage of the cir- 
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culation to the vital organs. In the latter 
condition an exchange transfusion is in- 
dicated. The infant’s blood is removed 
and simultaneously replaced with inag- 
glutinable Rh-negative blood. In order to 
prevent shock due to exsanguination the 
Rh positive blood is withdsawn from the 
sagittal sinus simultaneously with the ad- 
ministration of Rh negative blood through 
a cannulated vein. If this procedure is con- 
tinued for 60 minutes, if the mixing is 
considered to have taken place at the right 
rate, and if the baby’s blood volume is ap- 
proximately 250 cc., only 36.7 per cent of 
the original blood remains. This percent- 
age may be reduced to 25 per cent by vary- 
ing the procedure. Fifty cc. of blood are 
removed and then 50 cc. administered in 
alternation. Complete cure results as intra- 
vascular clumping is prevented. Success of 
the technic which has been developed for 
this procedure is dependent upon recogni- 
tion of the condition and institution of 
therapy before clumping occurs.°%®° 

Nursing should be prohibited in all 
such cases because the maternal antibodies 
have been found in the breast milk and 
may be absorbed by the infant. 

Although the prognosis for future chil- 
dren of an Rh-negative mother with Rh 
antibodies who has borne an erythroblasto- 
tic infant is poor routine antenatal 
Rh testing will allow the physician to pre- 
dict to some extent whether or not the ex- 
pected child will have this condition and 
he can be prepared to treat the child when 
born. It is possible that the infant who is 
expected to have hemolytic disease may be 
Rh-negative and entirely normal. In such 
cases the treatment as given is unnecessary 
but will have caused no harm. It may not 
be possible to tell by the external appear- 
ance of the infant at birth and if prepara- 
tions have been made for cord transfusion 
it should be carried out despite the infant's 
appearance. However, in some few cases 
there may be an immunization against one 
of the Hr antigens in which cases the out- 
look is poor also. 


Determination of Rh Status 


There are available two types of sera 
for determining the Rh character of the 
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blood; one from animal and one from 
human blood. 

Those from animals give a_ reaction 
which is similar to that observed when 
human sera with anti-Rh, agglutinins are 
used. The animal serum cannot be used 
to test newborn infants because it clumps 
the red blood cclls but it is suitable for 
testing adult human blood when the test 
is properly conducted. The test may be 
conducted in test tubes or on slides. If 
the former is preferred the serum is mixed 
in small test tubes with a 2 per cent saline 
suspension of the unknown cells and in- 
cubated at 37° C. for one hour. Rh-posi- 
tive cells will exhibit agglutination. If 
Slides are preferred the serum is mixed 
with a 10 per cent saline suspension of 
red blood cells and the results read in 5 
to 10 minutes.'¢ 

The sera from human blood consists of 
three types of which one reacts with 85 
per cent, one with 70 per cent and the 
third with 30 per cent of bloods of white 
persons. The anti-Rh, serum is first men- 
tioned and is the only one generally avail- 
able. 

The cell suspension is prepared from 
clotted, oxalated or citrated blood or blood 
from an ear lobe or finger puncture by 
washing in saline and resuspending the 
saline to make a 2 per cent cell suspen- 
sion.*” A standard for comparison may be 
made by adding one full drop of blood to 
4 cc, of saline. Using a curved pipette one 
drop of anti-Rh, serum is added to small 
test tubes followed by two drops of the 
washed sell suspension. The tubes are shak- 
en thoroughly and incubated at 37.5° to 
40° C. for t hour. Agyglutination is ob- 
served in the form of an irregular, crenated 
sediment which is readily broken up by 
slight tilting and gentle rotation. Cen- 
trifugation followed by microscopic exam- 
ination may be necessary. Absence of ag- 
glutination is indicated by a round, smooth 
and firm sediment. 

For the slide test*' a 40 percent suspen- 
sion of red blood cells in plasma is obtained 
by using freshly oxalated (dry oxalate) 
blood without further preparation. On 
the flat slide are placed 1 drop of anti- 
Rhy serum and 1 drop of fresh 40 per cent 





cell suspension adjacent to each other. An 
— is used to mix the drops and the 
slide is placed on a warm illuminated glass 
surface and rocked slowly from side to 
side for three minutes. Agglutination 
should begin in 30 to 60 seconds and in 
3 minutes visible clumps should be noted. 

There are several possibilities of error 
in these tests. Consequently it is recom- 
mended that no decisions be made on the 
basis of tests made by an inexpericnced 
worker. Details of the tests and sources 
of error are available in the literature ac- 
companying the sera. 


Nomenclature 


There has been a great deal of con- 
troversy over the nomenclature of the anti- 
Rh typing sera. One, as described, is 
based on the series of allelic genes and 
the other on the series of three closely 
linked pairs of genes. A comparison of 
the two systems is as follows: 


Wiener Fisher-Race 
Anti-rh’ Anti-C 
Anti-Rh, Antu-D 
Anti-rh” Anti-E 
Anti-hr’ Anti-c 
Anti-Hr, Anti-d 
Anti-hr” Anti-e 


Combinations of two or more antisera 
have special designations on the Wiener 
system. A comparison of some of these 
would be: 


Wiener 
Anti-Rh, (Anti-Rh,’) 
Anti-Rh, (Anti-Rh,”) 


Fisher-Race 
Anti-C D 
Anti-D E 


The Advisory Review Board to the Sur- 
geon General of the U. S. Public Health 
Service"? therefore has recommended that 
the Wicner terminology appear first on the 
label followed in parentheses by the Fisher- 
Race terminology as follows: 


Anti-Rh Typing Serum (human) 
Anti-Rh, (Anti-D 

Slide test : 

Lot No. 

Manutacturer 
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Anti-Rh Typing Serum (human) 
Anti-Rh,’ (Anti-C D) 
tube test 





Lot No. 
Manufacturer 


Anti-Hr Typing Serum (human) 
Anti-hr’ (Anti-c) 

Capillary test 

Lot No. 

Manufacturer 


Anti-Rh Typing Serum (human) 
Anti-rh’ (Anti-C) 

Lot No. 

Manufacturer 


Determination of Antibody 


The presence of blocking or antiag- 
glutinating bodies can be demonstrated by 
mixing on a slide a drop of the unknown 
serum and a drop of a 40 to 50 per cent 
suspension of ORh-positive cells in al- 
bumin solution or with a drop of ORh- 
positive blood with an anticoagulant. The 
slide is then heated cautiously and within 
60 seconds clumping should occur if the 
suspected antibodies are — Capillary 
tubes may also be used.* 

To determine agglutinating antibodies 
the serum to be tested is placed in a test 
tube along with a 2 per cent saline sus- 
wary of ORh-positive cells and incu- 

ted for 1 hour. If a titer is to be de- 
termined various dilutions of the unknown 
serum are used and the last dilution which 
causes agglutination is the figure used. 

If these tests fail to produce agglutina- 
tion a potent serum containing anti-Rh 
agglutinins should be added. If agglutina- 
tion still does not take place blocking anti- 
bodies must be present in the unknown 
serum. Another method is to centrifuge 
the first mixture, remove the supernatant 
fluid and add albumin solution. Incuba- 
tion at 37° C. followed by agglutination 
demonstrates that blocking antibodies are 
oo in the unknown. Two tubes may 

used and the unknown cells suspend- 
ed in saline in one and in albumin in the 
other. Clumping in the latter and no 
clumping in the former indicates the pres- 
ence of antibodies. 
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It is believed that isoimmunization by 
the Rh factor does not begin until after 
midpregnancy. At this time there are cer- 
tain structural changes which take place 
and provide a means for transfer of minute 
quantities of fetal red blood cells into the 
maternal sinuses. The growing placenta 
causes the blood vessels in the center of the 
villi to move adjacent to the maternal 
sinuses and a gradual thinning of the bar- 
rier occurs. This is also accompanied by an 
ever-increasing surface area of fetal villi 
in contact with the maternal sinuses. One- 
fourth or more of the fetal blood is outside 
of the fetus and in contact with the ma- 
ternal circulation which is very sluggish in 
the sinuses. The greater pressure in the 
fetal circulation therefore causes the red 
blood cells to escape into the maternal 
sinuses. Although this pressure is not con- 
stant fetal movements beginning in the 
fifth month may increase it. Only minute 
quantities of the fetal elements are neces- 
sary to immunize the Rh-negative mother. 
There is a large surface area, calculated 
to be about 120 square feet, of placental 
villi in contact with maternal blood sinuses 
at term. A secondary rise in titer in the 
postpartum period may be indicative of a 
second antigenic stimulus of fetal blood at 
delivery. 


Conclusion 


In conclusion the benefits of routine test- 
ing for Rh status to both physician and pa- 
tient can be summarized as follows: (a) 
It serves to prevent severe and fatal trans- 
fusion reactions in those patients who have 
been immunized as a result of previous 
transfusions or pregnancy. (b) The phy- 
sician can predict the probability of birth 
of an erythroblastotic child and induce 
labor early and treat the infant by means 
of a replacement transfusion with Rh- 
negative blood which means more children 
of this type are given an opportunity to 
live. (c) It is important that Rh-negative 
girls from infancy on receive Rh-negative 
blood when transfusions or intramuscular 
injections of blood are necessary because 
the Rh-negative female infant later in life 
may become a mother. This should aid in 
decreasing the incidence of erythroblastotic 
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infants. (d) It may be advisable to limit 
the number of pregnancies especially when 
the husband is homozygous for Rh (indi- 
cated by a negative reaction with anti-Hr 
sera ) 4959 

The obstetrician should pursue the fol- 
lowing policy in the management of Rh- 
negative women: 

Labor should not be induced if: 

(1) The Rh-negative woman is not im- 

munized. 

(2) There is no record of a previous 
erythroblastotic child unless the 
titer is high. 

(3) There is no record of a transfusion 
with Rh positive blood. 

In some cases another pregnancy should 
not be recommended until the antibodies 
remaining from a previous proeny have 
disappeared from the blood. 

The publicity in the lay press has made 
women fearful of giving birth to erythro- 
blastotic infants and these fears may 
be allayed by the physician by giv- 
ing the patient the statistical facts concern- 





ing the incidence of Rh and erythroblas- 

tosis. Facts which may be used include the 

following: 

(1) Only 13 per cent of all marriages 
can have an Rh incompatible mating. 

(2) Erythroblastosis occurs in only 1 in 
26 incompatible matings and only 1 
in 200 of all matings in which full 
term pregnancy is achieved. 

(3) Normal Rh-negative children can be 
conceived by heterozygous fathers. 

(4) There is an additional factor of safe- 
ty in that there is a current trend 
to small families and that most Rh- 
negative women do not produce anti- 
bodies readily so that they can have 
2 or more unaffected children. 

(5) The incidence of erythroblastosis can 
be decreased by assurance that all Rh- 
negative female patients from infancy 
on are Maver ved when necessary with 
Rh-negative blood. 

(6) Early induction of labor and replace- 
ment transfusion of Rh-negative blood 
has improved the prognosis.*? 
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Regarding Saprophytes 
To the Editor: 

In your issue for March, 1948 Doctor 
Switzer in his article on Bacteriology and 
Mycology for the General Practitionet 
makes the statement that saprophytes are 
non-pathogenic. 

If I as a student of bacteriology may 
throw doubt on the statement, I would like 
to make mention of the organism, B. 
welchit, While doubt is shown by De 
Kruif as to the classification of this or- 
ganism as a strict saprophyte, it certainly 
deserves mention in that regard. 

Zinser and Bayne-Jones refer to his 
work as follows: “De Kruif concludes that 
B. welchii cannot be classified as a pure 
saprophyte, because a twice washed bacil- 
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lary emulsion of some strains in doses of 
0.1 cc. to 1 cc. will kill a guinea pig. 
But in this case even the most careful 
intramuscular injection will kill some of 
the tissue at the point of innoculation, and 
with even a small amount of dead tissue, 
B. welchii can produce a toxin which has 
tremendous aggressive action and has the 
property of killing the tissue with which it 
comes in contact. This makes possible the 
further invasion of B. welchii.” 

It remains somewhat of an open ques- 
tion, but dead tissue seems to be a require- 
ment for toxin production. The organism is 
saccharolytic and anaerobic. Perhaps its 
saccharolytic properties form the basis of 
Dr. Switzer’s classification. At any rate, 
my congratulations to him and you for 
such a concise and accurate article. 

EDWARD C. LUSTGRAAF 
Great Falls, Mont. 
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[Diabetes and the Kidney 


Frank Chisena, M.D. 
Brooklyn, N. Y. 


Within recent years the relationship of 
the kidney to diabetes has become a point 
of major medical interest. The anatomical 
aspect of diabetes has proven a perplex- 
ing problem for diabetes does not appear 
to be associated with any consistent or 
distinctive lesion. Clinically, however, 
many different manifestations are produced, 
a great majority involving the kidney, and 
when these have been satisfactorily ex- 
plained, we may be able to obtain a 
crystallization of the pathology in diabetes. 

In this paper are brought forth these 
various Clinical situations in diabetes that 
seemingly involve the kidney or at least 
that show the part the kidney plays. They 
are actual case summaries from the medical 
service in the last ten years. 


I. Hyperglycemia with coma, and without 
glycosuria 


In these instances there is a transitory 
disappearance of glyclosuria during coma. 
Cases have come up, particularly after 
long insulin therapy, presenting coma, a 
blood sugar around 300 and the urine 
negative for sugar. This condition almost 
defied explanation, for it is expected that 
the higher the blood sugar level, in a 
patient who cannot utilize sugar, the more 
' of it should be spilled in the urine. Now, 
however, experimental evidence suggests 
that the total quantity of glucose that en- 
ters the tubules is of much greater signifi- 
cance, in determining occurrence of gly- 
cosuria, than is concentration of glucose in 
the blood. Thus: 

If the glomerulus filtrates at a rate of 
125 cc. per minute, and the concentration 
of glucose in the plasma is 100 mgs. %, 
125 mgs. will enter the tubules per minute. 
Since under normal conditions the tubules 

Read before the Scientific Session of the Associ- 
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can reabsorb up to 250-350 mgs. per min- 
ute, there will be no glycosuria. 

If the blood sugar is 300 mgs. %, 375 
mgs. will enter the tubules per minute and 
25-125 mgs. of this may escape reabsorp- 
tion and pass into the urine. This occurs 
in diabetes under usual conditions. 

If the glomerular rate is simultaneously 
reduced to 80 cc. per minute, only 240 
mgs. glucose will enter the tubules and 
glycosuria may not appear despite a blood 
sugar of 300%, unless there is at the 
same time sufficient tubular damage to de- 
crease tubular reabsorption to the same ex- 
tent as glomerular filtration. 

Therefore the escape of sugar in the 
urine is the product of three factors: 

1. The blood sugar concentration, 
2. The rate of filtration of the glomeruli, 
3. The rate of reabsorption by the tubules. 

Since the level of blood sugar is ap- 
parently unrelated to the depth of coma, 
or its outcome, and since coma brings with 
it shock, and shock reduces blood volume, 
in these cases the factor of glomerular 
filtration is affected. This, however, poses 
the further obstacle of explaining why 
coma does this in some cases and not in 
others. 


II]. Hyperglycemia without coma and 
without glycosuria 


Illustration of case: 


Blood Urine 
sugar: sugar: Insulin therapy 
174 4+ NPN— 37 
250 4+ Sp. gr. urine 1.020 
312 — Albumin in urine—cloud 
285 — B.P.—220/100 
208 — No anemia 
79 — Questionable hyperthyroid 


Here again the factor of glomerular fil- 
tration is involved in two ways: 
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1. Glucose if eliminated in considerable 


amounts by the rg acts as a pow- 
erful diurctic, and leads to polyuria and 
dehydration, which latter persists be- 
yond the period of actual polyuria. This 
dehydration or reduced blood volume 
leads to a decrease in the amount of 
blood presented to the glomerulus for 
filtration. 


2. Increasing blood volume increases blood 
pressure. Antiretentional therapy re- 
duces it; in other words there exists 
a direct relationship between level of 
blood: pressure and that of blood vol- 
ume. It is seen then that when blood 
is reduced in diabetics, less blood is 
presented to the glomerulus for filtra- 
tion. This may account for apparent 
disappearance of diabetes in some pa- 
tients, which may only come forth at a 
later date, just as hypertension may be 
intermittent. 


Ill. Hyperglycemia with ketonuria, NPN 
elevation and no acidosis 


Illustration: 

B.P. 185/120. RBC—4,360,000. 100% 
Hb. WBC 18,700. 

Albumin in urine—cloud. 
cast, RBC and WBC. 

Specific gravity—1.030, 1.020. 

Positive acetone and diacetic acid. 

NPN—64, 99, 79. 

CO, combining power—55%. 


Patient died of cerebral thrombosis, 
coronary thrombosis, pulmonary edema. In 
this type of case the kidneys are ordinarily 
free from evidence of renal damage, as 
shown by a normal concentration test. The 
striking evidence is NPN retention which 
is extrarenal: dehydration, overproduction 
of urea, failing circulation or lowered 
blood _ pressure. Ketones which are pro- 
duced are excreted by the kidney, but there 
is no acidosis, because there is no loss of 
base; the kidney being normal makes use 
of ammonia to excrete the ketones, and 
not of tne base. 


Occasional 


IV. Hyperglycemia with ketonemia and 
no ketonuria 


These are rare instances where ketones 
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though present in the blood, could not be 
detected in the urine; as a matter of fact 
excretion of ketones becomes more and 
more defective with advancing coma. Such 
cases present functional and even anatomi- 
cal evidence of renal impairment. 


V. Normal blocd sugar with acidosis and 
no ketonuria and NPN elevation 


Illustration: 
Diabetic 69, diabetes 6 months, diarrhea 
1 week, B.P. 220/120. 
Urine entirely negative. Blood sugar— 
105. Hemoconcentration. 
CO,—32.8% 
NPN.—738, 86, 105, 97, 69, 46, 20. 


Cause here is undoubtedly dehydration 
with loss of base, producing an alkali 
deficit and thus acidosis. The blood sugar 
is under control and therefore no ketones 
are formed, or if formed they may be ex- 
creted at the beta hydroxybutyric acid stage 
which is not tested for ordinarily. The 
NPN elevation is caused by an attempt of 
the body to maintain osmotic pressure by 
retaining NPN or by increased tissue 
metabolism. 

Further corroboration is obtained by the 
therapy used. Saline and glucose intra- 
venously at random were of no avail with 
or without insulin. When Hartmann so- 
lution was used in calculated amounts, 
which provides base readily, the patient 
quickly and completely recovered as shown 
by NPN values. 


VI. Albuminuria following cessation of 
glycosuria 
Several times this has occurred but no 
explanation is offered. 


Vil. Hematuria in diabetes 

Although only two cases have been ob- 
served, the finding of microscopical blood 
in diabetic urine is often enough to war- 
rant suspicion that it is not mere coinci- 
dence. Both these cases showed moderate 
hypertension, hyperglycemia, mild to mod- 
erate ketosis, and the kidney functions were 
normal. Each developed pain in the loin, 
of a severe character, and this was ac- 
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companied by frank hematuria. In both 
cystoscopic investigation was negative. 


VIII. Diabetes — control followed by 
edema 

This is seen very commonly, particu- 
larly in ambulatory patients. It is essen- 
tially a circulatory failure—a hidden fail- 
ure often first being manifested by edema 
of the lower extremities. It is explained 
by the fact that while glycosuria persists 
its diuretic effect keeps the edema in abey- 
ance, but when it continues for long 
periods, eventually it leads to dehydra- 
tion and loss of proteins and edema. 


IX. Diabetic acidosis—recovery followed 
by edema 

Exact cause not known—probably same 
explanation as the former. 
X. Diabetes—hypoglycemia with ketosis 

It is known that adult diabetics do not 
retain CHO in the liver to the same degree 
as normal adults; therefore if for some 
reason relatively small amounts of sugar 
are removed from the blood stream of 
diabetics via the kidney, it results in a 
further deprivation of liver glycogen with 
consequent hypoglycemia and ketone forma- 
tion. 
XI. Hyperglycemia 

cirrhosis of liver 

These are what could be termed transi- 
tory diabetes. Usually occurs in middle 
aged individuals who improve with or 
without insulin, and eventually become 
completely free of sugar; but as control 
appears, there also appear oliguria, edema 
of legs, and the liver begins to enlarge; 
other symptoms follow until the diagnosis 





control followed by 
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Academy-International of Medicine 

The Academy has compiled a completely 
revised and greatly expanded second edi- 
tion of its motion picture films. 

The Academy is offering to mail, upon 
request, a complimentary catalogue to all 
A.M.A. officials, deans of medical schools, 
state secretaries, state program chairmen, 
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of cirrhosis of the liver is definite. This 
may be a true cirrhosis or fatty infiltration 
of the liver, such as occurs in diabetic 
children. One such case when tapped pro- 
duced a chylous fluid. 


XII. Intercapillary glomerular sclerosis 


This picture is reserved for a final con- 
sideration because quite a lot of attention 
is being given to it lately and because it 
shows definite anatomical changes. It oc- 
curs in the more advanced age group, 
mostly women, with mild diabetes, of 5- 
11 years duration. The syndrome is said 
to show albuminuria, associated with a 
nephrotic type of edema, hypertension, 
renal insufficiency and retinopathy of dia- 
betic character, and anemia, with normal 
serum proteins. This lesion has been found 
in diabetics post-mortem, and some even 
admit it to be more specific than hyalini- 
zation of the pancreas as an indication of 
diabetes, and the most reliable criterion 
available today for the post-mortem diag- 
nosis of diabetes. 


Summary 


Such are the various renal manifesta- 
tions found in diabetes. The practical con- 
sideration is not to neglect the renal fac- 
tor in diabetes, and it is good practice 
in all diabetics to check renal function 
from time to time by repeated urine exam- 
inations, NPN, COs, and protein determi- 
nations, blood counts, intake and output 
recording, and blood pressure estimations. 
The value of post-mortem examination of 
course should need no emphasis. 

117 Park Avenue 


authors of listed films and to certain for- 
eign libraries. Copies will be provided to 
others, upon request, until the supply is 
exhausted. 

Requests should be addressed to: Acad- 
emy-International of Medicine, Depart- 
ment of Audio-Visual Aids, 214 West 
Sixth Street, Topeka, Kansas. 
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The Postoperative Care of Hemorrhoidectomies 


Angelo J. Caliendo, M.D. 
Associate Attending Surgeon And Proctologist, 


Norwegian Hospital 
Brooklyn, N. Y. 


One of the greatest obstacles in advising 
patients to submit to a hemorrhoidectomy 
has always been the fear of postoperative 
pain. They never fail to know of some- 
one who had such an operation, and the 
so-called “‘torture”’ that followed. In this 
paper, a plan of postoperative care is de- 
scribed which attempts to diminish that 
discomfort. 

It is assumed that the operative proce- 
dure is performed with careful technique, 
as any undue trauma to the tissues will 
result in postoperative pain. The operative 
procedure used by this writer is a modi- 
fication of the Miles operation. Preceding 
the operation, as soon’ as a small amount 
of spinal anesthetic—5O to 75 mgms. of 
novacain—is administered, an injection of 
10 cc. of an oil-soluble anesthetic is given, 
through a posterior mid-line puncture into 
the lateral border of the external sphinc- 
ter ani muscle, 5 cc. in each side. This 
anesthetizes the fibers of the inferior 
hemorrhoidal nerve as they enter the 
muscle, thus supplementing the spinal 
anesthetic and also relaxing the sphincter 
for at least 5 to 10 days postoperative. 
This aids in the comfort of the patient 
and in the healing process. Care must 
be used, in injecting this oil, not to enter 
a vessel with the needle, to inject slowly 
on withdrawal of the needle only, and 
not to place the oil too superficially or im- 
mediately below the skin or mucous mem- 
brane, as this forms oil deposits which 
interfere with the healing process of the 
hemorrhoidectomy wounds, by exerting 
pressure on the tissue circulation. 





Read before the Scientific Session of the Associ- 
ated Physicians of Long Island at the Norwegian 
Hospital, January 17, 1948. 
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Following the operation, a fresh mixture 
of 2 ozs. of facie peroxide plus 2 
Gms. of sulfanilamide powder is poured 
into the anal canal to cleanse the opera- 
tive area. It also dissolves any clots and 
inhibits anaerobes. No drain or gauze 
packing of any type is inserted into the 
rectum. In the careful follow-up of over 
100 cases by this. writer, following 
hemorrhoidectomy, it was observed that 
any foreign body (gauze, rubber drain, 
tube, etc.) inserted into the anorectal area 
causes continuous progressive spasm, very 
much the same as a foreign body inside 
the uterus causes continuous contractions, 
until the foreign body is expelled or re- 
moved. Instead, a roll of gauze is placed 
over the anus to act as a pressure dress- 
ing by strapping the buttocks tightly over 
it. This acts to prevent undue postopera- 
tive peri-anal edema and also effects 
hemostasis, to a certain extent. This dress- 
ing is left in situ for 48 hours, if possible. 
If the patient complains of distention or 
inability to expel flatus, it is removed 
sooner, but this does not happen very often, 
as they do manage to expel “gas” around 
the dressing and find the “pressure” feel- 
ing quite comfortable. 


After leaving the operating room the 
following postoperative regimen is ordered. 
No rectal digital examinations are done 
for one week postoperative. Morphine sul- 
fate gr. 1/6 is ordered every 4 hours if 
absolutely necessary for pain. Many pa- 
tients required no more than one dose, 
a few none at all. Sulfasuxidine 1 Gm. 
q-i.d. is given for 4 days postoperative, 
because of its antibiotic properties with re- 
spect to the intestinal flora, and most im- 
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portant of all, it keeps the stools soft so 
that the patient has a voluntary bowel 
movement, usually by the 3rd or 4th day 
after operation. In the series of 100 cases, 
only 4 cases went beyond the 4th day and 
needed enemas. These patients gave a his- 
tory of habitual constipation and catharsis 
of an extreme type. We do not give our 
patients any cathartics or enemas, if pos- 
sible, postoperatively, and prefer the vol- 
untary bowel movements, because enema 
tips traumatize the anorectal area while 
healing and may precipitate bleeding, and 
cathartics irritate. Either, or both, can 
cause plenty of discomfort to the patient. 
We have therefore found sulfasuxidine 
very helpful toward this end. Mineral oil, 
1 oz. twice a day, is started on the 3rd 
postoperative day to supplement the sulfa- 
suxidine and carry on when the latter is 
discontinued. 


When the pressure dressing is removed, 
on the 2nd postoperative day, the patient 
is allowed out of bed and placed on hot 
sitz baths twice a day for 10 to 15 minutes 
each time. He finds these most comfort- 
ing, especially after the first bowel move- 
ment, when a slight to a moderate dis- 
comfort, due to aporectal dilatation, is en- 
countered. We believe that this discomfort 
would be a lot worse if the pre-operative 
injection of the oil-soluble anesthetic was 
not used. The patient is told what to ex- 
pect; this allays apprehension. 


During the first 48 hours, the ea 
is allowed to stand alongside the bed every 
6 hours to try to void. This procedure, 
plus the relaxation of the external sphinc- 
ter ani muscle induced by the oil-soluble 
anesthetic and the absence of any anorec- 
tal gauze or drains, has made fewer 
catheterizations necessary. 


The postoperative diet consists of fluids 
for the first 24 hours, and then a low 
1esidue diet up to the 4th day followed 
by a full diet, eliminating spices and alco- 
hol, thereafter. The patient is usually dis- 
charged on the Sth or 6th postoperative 
day, and follow-up care instituted, consist- 
ing of biweekly digital dilation (insertion 
of the well lubricated index finger), un- 
til full healing is accomplished. This 
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breaks up any adhesions in the wounds, 
assuring good healing, and prevents 
stenosis. 


CONCLUSIONS: 


A regimen of postoperative care of 
hemorrhoidectomies has been presented, 
following a careful study of over 100 cases, 
aimed at the control of postoperative dis- 
comfort to the patient. The preoperative 
injection of an oil-soluble anesthetic into 
the lateral border of the external sphincter 
ani muscle, the postoperative use of sulfa- 
suxidine to soften the stool and as an anti- 
biotic, combined with the absence of any 
drains or gauze in the anorectal area and 
other supportive treatment, have promoted 
that comfort. 

667 68th Street 


Discussion by Dr. Stuart Ross 


Dr. Caliendo is to be commended for bringing to 
our attention once again the problem of poustuperative 
care following anorectal surgery. 1 am in complete 
agreement with some of the points he has made. The 
practice of leaving no drain in the anus and the 
practice of early ambulation are certainly advan- 
tageous. However, there is no reason why the patient 
should not receive sitz baths and be permitted out of 
bed within twenty-four hours. Likewise, there is 
no contraindication to the administration of a full 
diet immediately following operation. If these two 
principles are carried out, evacuation will almost al- 
ways occur on the second day and the patient may go 
home on the third. 


I should like to mention several specific points: 
sufficient amounts of anoderm and _ perianal 


_ 


. Postoperative edema—This will not occur if 
sufficient amounts of anoderm and _ perianal 
skin are excised so as to provide drainage 
grooves and avoid overhanging edges. 


2. Hemostasis—This should be accomplished in 
the operating room, not by virtue of plugs, 
whistles or the like. Any extensive oozing in 
the normal patient can be controlled by simple 
pressure for an hour or so; more is ordinarily 
unnecessary. 


3. Antibiotics—These are unnecessary in the 
averag- case. Moreover, if the poet ae a 
are administered in sufficient amount to de- 
crease the intestinal flora, they may even do 
harm by decreasing the available vitamin K. 


In looking over the reports of the last 100 cases 
operated in 1947, it is found that only 11 per cent 
needed the postoperative administration of morphine. 
With one exception, these were all patients who were 
extremely nervous and apprehensive pre-operatively. 
These patients were all given morphine upun the 
complaint of pain. All patients whose bowels did 
not move spontaneously by the second postoperative 
day were given a miki cathartic, followed, if neces- 
sary, by an enema the next day. Less than one 
third received either cathartic or enema. It is sig 
nificant that practically ali the patients needing mor- 
phine were also found in the list of those needing 
assistance to move their bowels. 
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Chest Injuries 


Elgie K. Johnson, M.D., F.A.C.S. 
Brooklyn, N. Y. 


A fractured rib is probably one of the 
commonest chest injuries. It may result 
from coughing or it may be the conse- 
uence of a traumatic accident. The pain 
ams the fracture site is responsible for 
the suppressed respirations on that side 
and it initiates the hypostatic pneumonia 
which so frequently accompanies these in- 
juries. The relief of pain and the early 
testoration of the ventilatory function are 
the indicated therapeutic measures. 

Control of pain may be aided by strap- 
ping the chest, but since this limits the 
respiratory efforts, it is much better to block 
the pain by anesthetizing the intercostal 
nerves in the involved area. An anesthetic 
block may be formed by injecting the 
nerves proximal to the injury, that is, be- 
tween the fracture site and the vetebral 
column. The adjacent intercostal nerves 
must also be blocked as there is an over- 
lapping of the innervated area. The next 
measure is to secure improved ventilation 
of the lung on the involved side, which 
can be done by making the patient cough 
or encouraging him to take deep inspira- 
tions. Sometimes the use of the blow 
bottle is very desirable. 

It should be stressed that accumulation 
of secretions in the injured lung is dan- 
gerous as it leads to pneumonia, which 
must be avoided. Consequently narcotics 
should seldom be used as they suppress 
the respiratory effort and reduce the pa- 
tient’s ability to expectorate secretions. 

Another important measure is the posi- 
tion in bed. These patients are frequently 
placed in the orthopedic position which al- 
lows secretions to accumulate in the lower 
lobes and also the increased intra-abdom- 
inal pressure elevates the diaphragm, which 
further hinders pulmonary ventilation of 
the lower lobes. This fault is overcome 


Read before the Scientific Session of the Associ- 
ated Physicians of Long Island at the Norwegian 
Hospital, January 17, 1948. 
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by having the patient flat in bed so that 
the secretions will gravitate into the 
trachea and can then be expectorated. It 
also allows a free excursion of the dia- 
phragm, which improves the ventilation. 
Although the patients feel they are 
oe this fear is overcome by rest and 
medication. 

A fractured or separated sternum should 
be suspected in patients who have received 
a blow on the chest and have then de- 
veloped pain with respiration. The steer- 
ing wheel injuries are frequently of this 
type. There is invariably a deformity of 
the sternum, the commonest being the slip- 
ping of the body of the sternum upward 
and in front of the manubrium. These 
fractures should be reduced and they may 
require an open reduction with fixation by 
wire | amc Some fractured sternums have 
considerable motion with a constant click- 
ing or shifting of the ends which produces 
pain. It is best to secure the body of the 
sternum with traction hooks and suspend 
to an overhead bar, using lead shot or sand 
in a pail to counterbalance the pull. When 
no displacement has occurred and there is 
only a small amount of motion at the frac- 
ture site, a small weight will suffice to re- 
duce the discomfort. A small three to 
four pound sandbag is good. The only 
difficulty is to keep it in the proper place. 
I have found that an excellent weight can 
be made by applying a plaster cast in the 
form of a small breastplate to the fracture 
site. The plate can be made heavy enough 
by adding to its thickness. 


Injuries of the chest wall and the lungs 
usually produce a pneumothorax, a hemo- 
thorax, a hydrothorax or all three. In 
each instance the physiology of the thorax 
is altered. Most pneumothoraces require 
only observational treatment since the air 
is absorbed and the lung expanded. How- 
ever, in some instances a persistent leak of 








air from the lungs occurs and that may 
produce a pneumothorax with consider- 
able pressure under tension. This condi- 
tion, known as a tension pneumothorax, 
is frequently fatal, as the patient appears 
in shock and measures to combat shock 
are usually instituted instead of reducing 
the tension pneumothorax. The tension 
pneumothorax can be recognized by the 
history of a traumatic accident followed by 
progressive unconsciousness leading to a 
shock-like state. The apical beat of the 
heart is shifted away from the injured side. 
The trachea is deviated away from the 
pneumothorax side. The shifting medias- 
tinum has moved both of these structures 
toward the good side. The deviation of the 
trachea can be readily detected by listening 
for tracheal breath sounds through the 
neck. The side that has the loudest signs 
indicates the direction of the tracheal de- 
viation. Breath sounds are absent and the 
percussion note hyperresonant on the in- 
jured side, while the breath sounds are 
harsh and labored on the compressed 
side. 

The tension must be reduced as soon as 
possible. Aspiration of air from the pleural 
space will reveal positive pressure. Fre- 
quently, if a pneumothorax manometer is 
used to check the pressure, the fluid in 
the U tube is forced out by the positive 
air pressure. I prefer to reduce the pres- 
sure by manual aspiration until I feel 
that it is approaching normal. Only then 
do I take manometer readings, which are 
continued until it reads O or slightly nega- 
tive pressure. Pressure readings are re- 
peated every few hours to detect any in- 
crease. If the pressure continues to increase 
we feel that it is safer to leave a constant 
needle in place attached by rubber tubing 
to a sterile underwater drain. In this way 
the pressures will not build up and often 
the leak will seal itself. Some prefer to 
insert a very small intercostal catheter, 
to which I have no objection except that 
the needle seems to work just as well. 


These patients should not be handled 
or moved unnecessarily as their vital ca- 
pacity is extremely low and the cardio- 
pulmonary reserve is frequently greatly de- 
pleted. X-rays are not necessary in the 





severe cases and turning or nursing care 
of the patient must be avoided. 


Hemorrhage often occurs with pneumo- 
thorax, producing a hemopneumothorax. 
We have found that in the presence of a 
pneumothorax, about 400 cc. of blood will 
produce a shadow on the roentgenogram 
described as ‘obliterating the costophrenic 
gutter”; while approximately a liter of 


blood or fluid casts a shadow “up to mid- 


lung field.” We always attempt to te- 
store the normal physiology of the chest 
by aspirating all of the fluid possible; 
however, we seldom do a thoracentesis if 
only a small amount is present—say less 
than 300 cc. Leaving large amounts of 
blood will produce an effusion causing the 
formation of several thousand cc. of sero- 
sanguineous fluid. This fluid is low in 
hemoglobin and high in fibrin and other 
proteins. Considerable proteins are lost 
if the fluid is removed, while leaving the 
fluid produces a collapse of the lung and 
a shift of the mediastinum. In addition 
the fluid is an excellent medium for bac- 
teria and with the lung collapsed a ful- 
minating empyema might develop.  Last- 
ly, the late results following failure to re- 
move the blood and fluid have shown 
that these patients react similarly to those 
having a basal empyema. The diaphragm 
is frequently high and fixed. The pleura 
is thickened and immobile. They become 
pulmonary cripples since their vital capac- 
ity is greatly decreased. X-rays taken 
many years later frequently show specks 
of calcium in the pleura, which is the cal- 
cificatien of fibrin deposits. 


The eariy and complete aspiration of 
bloody fluid from the injured pleura re- 
duces these complications to the minimum. 
A thoracentesis is performed shortly after 
the patient’s condition has improved fol- 
lowing the initial injury. Thereafter chest 
taps are performed as frequently as indi- 
cated until the pleura is dry. We also at- 
tempt to expand the lung at the same 
time to guard against an empyema. Often 
the patient complains of tightness in the 
chest after 500 to 600 cc. of blood have 
been removed. It is best to stop at this 
point and repeat the chest tap at a later 
time. Penicillin may be instilled into the 
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bloody fluid if one feels that an infection 
has occurred, but this is seldom necessary 
as infections are rare in the average hemo- 
thorax. : 

At times it is impossible to say that 
the fluid in the chest is blood and there- 
fore a diagnostic chest tap is necessary. It 
should be done in what seems to be the 
most productive area with the patient in a 
comfortable position so that he will not 
readily move. A fine gauge needle is em- 
ployed and only 5 to 10 cc. of fluid are 
removed. Some feel that it is advisable 
to flush the needle with alcohol as it is 
withdrawn to reduce the incidence of chest 
wall infections. We have found that this 
is not necessary except in mixed tuberculous 
infections and in putrid empyemas. In the 
former, a thoracotomy is usually performed, 
while in the latter, chest taps should not be 
done because of the nature of the anaerobic 
bacteria. If the fluid is clear it might 
be a tuberculous effusion, if purulent 
an empyema, and if it is milky, a chylo- 
thorax. The milky fluid can be further 
identified as chylous by its failure to grow 
bacteria and also by an emulsifying test. 
Some of the fluid is shaken in a test tube 
with a few cc. of ether and then allowed 
to stand. If any fat is present it will 
show as a yellow, oily layer at the top. 
The clear fluid and the purulent fluid re- 
= specific tests to establish a definite 

iagnosis. 


The incidence of chest wall injuries is 
low in civilian practice but frequent enough 
to be kept continuously in mind.  Frac- 
tured ribs and other bones should receive 
the usual care, while the pleura and lungs 
should be restored to as near normal as 
possible. 
will be the ‘‘stove in chest’’ and compound 
fracture of the ribs with an “open 
pneumothorax.” The stove in chest con- 
sists of multiple fractures of numerous ribs, 
producing a decostalized chest wall and de- 
creasing stability. The chest wall is pushed 
or pulled by the aerodynamics of the lung 
during respiration. With inspiration, the 
injured chest wall moves inward; while 
with expiration, it moves outward. This 
paradox is appropriately called paradoxi- 
cal respiration. 
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The principal types of injuries. 


Paradoxical respiration is dangerous 
since air will be breathed from the injured 
lung into the good lung and then back 
with each respiratory cycle. The mediasti- 
num shifts with each exchange of 
air, producing a mediastinal flutter. 
The oxygen content of the rebreathed air 
will soon be depleted, producing anoxia. 

The paradoxical respirations can be con- 
trolled by supporting the chest wall with 
adhesive strappings. In extreme cases a 
thin, skin-tight body cast will greatly re- 
duce the paradoxical motion. The use 
of mechanical respirators is not satisfactory 
as the patient will fight the machine. Oxy- 
gen therapy is very necessary in these cases 
and often it has to be administered un- 
der positive pressure to control pulmonary 
edema. 

An open pneumothorax allows inefficient 
respirations, for during inspiration only a 
small volume of air can be inhaled, as the 
vital capacity is greatly reduced by the air 
entering the pleura through the thoracic 
injury. Likewise, during expiration, the 
lung cannot be completely emptied as some 
air passes across into the lung of the 
pneumothorax side. Paradoxical respira- 
tion with mediastinal flutter on a major 
scale is the disabling feature of an open 
pneumothorax and thus it acts similarly to 
a stove in chest injury. 

The open pneumothorax, with compound 
Pomoc ribs, introduces another danger, 
namely, infection. The traumatized, de- 
vitalized tissue of the chest wall is a fer- 
tile field for infection; while the role of 
empyema is well known in civilian and 
military injuries. These wounds should 
receive immediate and detailed care. De- 
vitalized bones and tissue should be de- 
brided from the wound and the pleura 
should be irrigated with salt solution. The 
wounds can usually be closed by sutures 
but if this is not possible, then the wound 
should be covered by rubber dam or vase- 
line dressings. The lung is expanded by 
a catheter attached to an underwater 
drain, and since it drains the pleura, it 
should be placed at some distance from 
the wound. The local use of sulfona- 
mides is questioned. The use of — 
os and systemically is highly recom- 
mended. 
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There are many types of emphysema: 
mediastinal, subcutaneous and pulmonary. 
Mediastinal emphysema is recognized by 
air in the mediastinum producing crepita- 
tion in the subcutaneous tissues of the neck, 
air-streaked widening of the mediastinal 
shadow on x-ray and a specific crunching 
sound produced by the heart motion. The 
air enters through an injury of the visceral 
pleura into the lung and thence through the 
hilum into the mediastinum. Unless the 
air is released from the mediastinum, the 
accumulating pressures may be sufficient to 
upset the cardiovascular physiology. Sub- 
cutaneous emphysema generally follows 
penetrating chest wall injuries, especially 
when associated with a pneumothorax. 
Crepitation is prominent near the injury 
and lessens with distance from the wound. 
No treatment is needed in most cases. 
Pulmonary emphysema is closely associated 
with fibrosis of the lungs and as such is a 
progressive condition producing varying 
degrees of dyspnea. The treatment is en- 
tirely medical. 


Injuries of the heart are chiefly from 
penetrating wounds, as stab wounds and 
explosive missiles. However, other injuries 
do occur. Sufficient trauma can produce 
a contused heart with numerous bruised 
areas in the myocardium. The cardiac out- 
put is usually reduced with a resulting 
hypotension. Extrasystoles may result from 
new excitement areas, or pace setters, in 
the conduction system. Fibrillation can oc- 
cur, although rare, if some degree of 
anoxia is present. 

The main therapeutic aims are rest of 
the heart, maintenance of cardiovascular 
physiology and oxygen saturation of the 
circulating blood. 

Penetrating wounds of the heart should 
be handled conservatively in most in- 
stances. In some a pericardotomy is indi- 
cated, but it is better to err on the con- 
servative side, leaving that type of surgery 
for the thoracic surgeon. A hemoperi- 
cardium invariably occurs with these in- 
juries. A small amount of blood seldom 
produces cardiac dysfunction. A large 
amount of blood in the pericardial sac may 
seriously alter cardiovascular physiology. 





The distension of the pericardial sac with 
blood collapses the heart chambers so that 
they cannot fill with blood. This greatly 
reduces the cardiac output, causing hypo- 
tension and then in turn progressive myo- 
cardial failure. The excessive amount of 
blood, which acts as a tamponade, is termed 
cardiac tamponade. The intrapericardial 
pcmure must be relieved by aspirating the 
lood so that the normal physiology is re- 
stored. If the cardiac tamponade recurs, 
a pericardotomy seems indicated. In all 
cases where a cardiac tamponade is sus- 
pected, a diagnostic aspiration is indicated. 


As previously stated, the blood pressure 
will be low and the pulse feeble. Per- 
cussion note of the heart will reveal an en- 
larged area of dullness, and the heart 
sounds will be distant and muffled, or even 
absent. A chest x-ray shows a large heart 
extended across the diaphragm. 

Aspiration is performed subcostally just 
to the left of the xiphoid process. The 
aspirating needle is i slightly up- 
ward and to the left. A definite sense of 
lessened resistance is felt as the pericardial 
sac is entered. 


The esophagus is seldom injured in 
traumatic accidents, as its elastic character 
and the protection of the bony spinal 
column makes it almost immune from in- 
jury. In some instances, however, it does 
rupture, producing a mediastinitis. The 
condition should be considered when a 
patient suddenly develops dysphagia, fever 
and severe substernal or interscapular pain. 
Surgery is urgent in these cases. 

Chylothorax has been mentioned under 
hydrothorax and it usually results from 
an injury of the thoracic or the right 
lymphatic duct. The pleural space fills with 
chyle which may simulate pus to a casual 
observer. Surgical repair is almost impos- 
sible as the pattern of the thoracic duct 
and the lymphatic channels are so small 
and irregular as to make identification im- 
possible. It is much better to treat the 

atient conservatively and hope for the 

t. The chyle can be aspirated from the 
chest and administered. intravenously in a 
diluted form. The diet should be low 
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Announcement 


We are pleased to an- 
nounce that Dr. E. Jef- 
ferson Browder has ac- 
cepted the Neurosurgery 
editorship. Dr. Browder's 
eminence in his field guar- 
antees a notable depart- 
ment. 


Homogenized Medicine 


The modern mind has often mistakenly 
assumed that so-called radicals, or left- 
wingers, tend to be for allegedly progres- 
sive change when as a matter of fact their 
objectives, upon close study and analysis, 
are usually revealed as reactionary in na- 
ture. 

Thus nationalized medicine would really 
be nothing but a glorification of the old 
lodge doctor system, of the former friend- 
ly society system (Britain), and of the 
system under which a family once paid ten 
cents a week to a corporation for medical 
service (including delivery of maternity 
cases but no postpartum visits). The said 
glorification, under compulsory sickness in- 
surance, would effect an homogenization 
of the underprivileged and of the doctors 
involved, all conveniently standardized like 
the uniformly distributed fat globules in 
homogenized milk. 

Let us cease classing political bureau- 
Cracy as anything but reactionary, just as 
we know that “atheism is no sign of in- 
tellectual acumen, but the earmark of a 
second-rate life’; and as we know that 
“faith is not a fiction of inferiority, but a 
sign of intelligence.” The modern mind 
has been mostly at fault in all such mat- 
ters. 

A system that would lower the quality 
of medical care would be reactionary, like 
the Red Fascism of Russia, which professes 
plausible aims but in practice lowers the 
standard of living, institutes slave labor 
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and concentration camps, 
Operates at all points as 
a police state, and homog- 
enizes all its people. 


A Hint for the Tem- 
perance Forces 


The temperance forces 
of the country don’t seem 
to get anywhere with their head-on 
assaults against the interests engaged 
in interstate liquor advertising. Congress 
seems unimpressed and apathetic and so 
we may expect to see more ‘Men of Dis- 
tinction” and more of “Those Who Know” 
in Our newspaper and magazine advertise- 
ments. 

The temperance forces seem to have no 
wit on their general staff, or they would 
use a better weapon than a legislative 
bludgeon. The undue commercialization 
of liquor should be satirized. 

Alcoholism kills its thousands and in- 
jures its millions. It is a worse menace 
by far than the automobile holocaust. 

The temperance folk should spend their 
money advertising, just like the liquor in- 
terests. Fire should always be fought with 
fire. Billboard should answer billboard. 
Hypothetical brands and blends should be 
exploited: 


For over a hundred years Old Toxico has been 
pao by connoisseurs as the most superb of whis- 
ies. It is the best value in liquor because it is the 
least devastating with respect to delicate brain, liver 
and nerve cells. Wet brain and psychosis follow its 
use less frequently than is the case with other brands 
of whiskey. Switch to Old Tox today. 
DIPSOMANIA DISTILLING CORPORATIO 
New York, N. Y. 


Let's Preserve Private Enterprise 


According to Dr. Herbert R. Northrup 
ef Columbia University, an authority on 
industrial relations, many hospitals need 
to modernize their personnel methods, ac- 
cording to their employees just rights to 
fair pay and working conditions, and collec- 
tive bargaining. Otherwise adequate hos- 
pital service will be blocked and govern- 












mental operation at the demand of the 
public will ensue in time. 

Howevear, in view of the present dole- 
ful plight of the hospitals, only two alterna- 
tives present themselves; one, a lottery, 
would prevent disaster; the other would be 
an expansion of the present practice of 
medicine by the hospitals. The latter of- 
fers a notable temptation. If the direc- 
tors of certain medical departments are 
salaried now, with all net earnings going 
into the hospitals’ coffers, why not more, 
from the point of view held by some hos- 
pital governors? If the hospital of the 
future is to practice medicine for profit 
on a more extensive scale, with more and 
more of its staff salaried, and if its clinics 
and general medical services are to care for 
all of the ill of a community, including 
ambulatory patients of whatever economic 
status, as has been brazenly proposed in 
certain quarters, then it may very well be 
that political medicine should not be 
thought of as the only serious threat to 
private practice—nor the worst. 

An executive of a large insurance com- 
pany (Medical Times, March, 1947, page 
76) has said: “It has become quite ob- 
vious to me that they [the Blue Cross} 
intend to dominate . . . the field of sur- 
gical and medical care eventually.” 

Wilmot Read, Pacific coast surgeon and 
Past-President of the Washington State 
Medical Society, has said that “We are 
now approaching the day when physicians 
will be merely a class of skilled workers, 
readily hired and fired by the community 
health center.” 

Medical practice should never fall un- 
der the control of hospital corporations, 
the Blue Cross, or political medicine. 

Keep the hospital free, and solvent. A 
lottery would do this. 

Let's preserve private enterprise. 


Growing Role of Medicine 
As a Peace Factor 


With the blessing and participation of 
the American Medical Association, the 
Council of the World Medical Associa- 
tion held a meeting in New York City 
from April 26 to April 29. This Asso- 
ciation is not to be confused with the 
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World Health Organization, a part of the 
United Nations set-up. 

The Association was organized in Paris, 
September 18, 1947, with 48 nations 
represented, “for the purpose of promoting 
closer ties among national medical organi- 
zations, assisting all peoples of the world 
to attain the highest possible level of 
health, furnishing information to the doc- 
tors of the world, cooperating with the 
World Health Organization, the United 
Nations educational, scientific and cultural 
organization, and promoting world peace.” 

This Association “is to the world medi- 
cal picture what the American Medical 
Association is to American medicine.” 

We are especially pleased to note the 
appointment of Dr. Louis H. Bauer, of 
Hempstead, New York, ex-president of the 
Medical Society of the State of New York 
and an active member of the Associated 
Physicians of Long Island, to the post of 
secretary general of the World Medical 
Association. 

Somehow this ambitious project recalls 
the attempted establishment by Dr. Samuel 
J. Meltzer, of New York, just before 
World War I, of an international medical 
guild, or brotherhood, which was to 
transcend all barriers in all circumstances 
and to be a genuine force for peace. Melt- 
zer had derived much of the idea from 
his old teacher, Kronecker, the great 
physiologist of Berne, who was a lifelong 
promoter of cordial relations among all 
scientific men. 

Came World War I and Meltzer’s ad- 
mirably conceived but naive idea was shat- 
tered overnight. 

In these disillusioned and cynical days 
such pure idealism as Meltzer’s would be 
pasa askance. But the hope of medi- 
cal men of good will holds for continued 
growth toward future adulthood and 
power in such matters. 

Meanwhile all honor to the civilized 
Meltzer and his dream. 


Kinsey on the Male 


The shortcomings of Kinsey's “Sexual 
Behavior in the Human Male’’ have been 
criticized from various angles by scien- 
tists, but there are several probable de- 
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fects that no one seems to have mentioned 
or properly discussed. Certain “fallacies 
of: the’. solemn: and’ earnest ‘author may 
grow out of the spoofing to -which:he has 
almost undoubtedly been subjected, ‘as: has 
been the case in previous inquiries into 
the sexual habits of people, particularly 
facetious -young: people in the academic 
world avowing laxity, excess, promiscuity, 
homosexuality,‘etc. Then there is the in- 
dividual who, though really impotent, com- 
pensates for his deficiency with “tall tales.” 
It is our: conviction that this sort of thing 
accounts forthe Casanovas and George 
Moores ‘of history. It is also a point of 
honor with those passing middle life often 
to deny any decline in potency. Perhaps 
some of the highly endowed modestly dis- 
count their prowess. 

We wouldn’t go so far as to say that 
all men are liars respecting matters of sex, 
but there is no domain in medicine in 
which the history is so relatively unreli- 
able. 

Now that we have heard from the boys, 
it would not be hard to guess what the 
gitls will have to say for themselves, as 
queried by Kinsey. It will be well to kee 
the spoofing phase of this business in mind. 


A Plea for Adherence to 
Individualized Therapy 


The Council on Pharmacy and Chemistry 
of the American Medical Association thinks 
that pharmaceutic manufacturers should 
make drugs available in powdered or bulk 
form which are not now prescribable in 
such fashion, for the purpose of combin- 
ing them with other remedies. The trend 
has been toward ready-made dosage, thus 
weakening individualized therapy. 


This desire on the part of the Council 
should appeal strongly to the manufactur- 
ets, since the’ making of ‘rigid formulas 
for the “average” patient would delight 
the managers of a state in which medicine 
and pharmacy and drug manufacturing 
Were nationalized. We should not con- 
tribute even by so much to the totalitarian 
philosophy. : 
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A Function of Poverty 

The New York State’]outnal of Medi- 
cine, discussing the whole-time State Med- 
cine Service which is‘supposed to go into 
effect in Britain in July, points out that 
“the shift from conservatism and free en- 
terprise to socialism and _ state-controlled 
management of national resources, among 
them medicine, is a function of poverty. 
. . . Confiscatory taxation is a prelude... . 
Since public spending involves increasing 
government control of the projects on 
which public moneys are to be spent, the 
power of the purse will eventually exert 
itself through rules and regulations having 
the force and effect of law.” 

The chief reason why the nationalization 
of medicine movement in this country is 
lagging is because ‘‘the specter of national 
bankruptcy has not yet had to be placated, 
as in Britain. We are not yet sufficiently 
insolvent. But meanwhile forces within 
our own government are alert to the pos- 
sibilities inherent in excessive taxation and 
spending, and in inflation and depression, 
and are doing their best to promote the 
general poverty that will, should it come 
about, insure the success of their program. 

Especially encouraging to these ghouls 
is the present plight of our hospitals. 


By-Passing a Trap 

Our best wishes go to the British pro- 
fession, which for so-long has resisted the 
efforts of ‘the Minister of Health to en- 
slave it. 

The spirit of legislative coercion which 
was invoked against the doctors is to be 
found in those sections of the National 
Health Service Act which seemingly aimed 
to give the Minister practically despotic 
powers over the profession, including re- 
muneration and conditions of service. 

In other words, the Minister could 
tyrannically exact everything that the So- 
cialist party desired. No court appeal . 
would be allowable. 

Will such a trap yet be set for us? 
Could such a situation ever occur here? 
Would we be any less wary than our 
British brethren have been? 
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An Ulcer Factor 


It has been estimated (New York Sun, 
March 31, 1948) that an average person 
earning $45 weekly or $2,340 annually 
expends in visible taxes about $445 and in 
invisible taxes about $379, or a total of 
$824. 


If such individuals fully realized what 
is actually being taken from them by an 
extravagant government there would either 
be a greater incidence of such ailments 
as peptic ulcer than at present or their 
government would be reorganized by them 
through constitutional methods. 


* 





Postoperative Psychology 


Dr. Karl M. Bowman, noted San Fran- 
cisco psychiatrist, thinks that the new idea 
of getting patients up and out of bed a 
few days after operation helps to prevent 
the chronic invalidism now so prevalent 
because its effectiveness rests more upon 
a psychologic than a physiologic basis. 
Keeping a patient in bed unduly long con- 
ditions him to inactivity and perhaps 
chronic invalidism. Early resumption of 
as many activities as possible tends to “‘pre- 
vent the delayed recovery aoe which 
is such a common precursor of the chronic 
invalid reaction.” 


GENERAL PRACTICE 


THE GENERAL PRACTITIONER REDIVIVUS 


Before the rise in specialism in this 
country ill people avoided hospitalization 
as much as possible; they were cared for 
medically and nursed in their homes ex- 
cept where urgency, usually surgical, 
necessitated hospitalization. This was also 
relatively true in the early days of special- 
ism for quite a long time. The transition 
to practically complete domination of the 
hospital by specialists and diplomates was 
rather gradual; insidious, in fact. At any 
rate, the general practitioner one day 
awoke to find his clientele reoriented with 
respect to hospitalization, with himself 
outside an iron curtain minus many of 
his patients. This shell game-like process 
left him, all unwitting and bemused, 


where he had always been—extramural, 
except that he had been short-changed, 
sold down the river, sold short, pickpock- 
eted, or ignored. His status was grotesque. 
He was underground, displaced, in a vac- 
uum, a kind of refugee, or like a low-caste 
Indian. 

We don’t see how it could have been 
any different. It just had to happen. 

The general practitioner is now in 
process of liberation and rehabilitation. He 
is, in fact, the coming man. But he has 
always been, in reality, medicine's finest 
flower, for a long time, unfortunately, 4 
victim of disgusting but inevitable circum- 
stances. 


KANSAS RESIDENCY IN GENERAL PRACTICE 


The University of Kansas Medical Cen- 
ter in cooperation with Bethany Hospital, 
St. Margaret’s Hospital, and Seontinnce 
Hospital in Kansas City, Kansas, has estab- 
lished a one year Residency in General 
Practice beginning July 1, 1948. Six 
months of this residency will be at the 
University of Kansas Medical Center and 
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two months each at the other three hospitals 
named. 


The services are: Emergency Surgery, 
Emergency Room and X-Ray, Laboratory 
Service, Eye, Ear, Nose and Throat, In- 
ternal medicine, Pediatrics, Obstetrics and 
Gynecology. 
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CANCER 


Serial Surveys of Current Concepts 
and Activities 


Department Edited by 


John Mumford Swan, M.D., F.A.C.P. 
Rochester, N. Y. 


Cancer of the Pancreas | 


In the course of the examination of pa- 
tients for diagnostic purposes the examiner 
must come, at some time in the study, to 
the search for abnormalities in the abdo- 
men. 


In the right upper quadrant, where the 
lower borders of the eighth and ninth 
costal cartilages cross the epigastric tri- 
angle, there is an area, four or five centi- 
meters in diameter, in which will be found 
seven organs from which the action of 
carcinogenic agents may be expected to 
result in the development of clinical can- 
cer: 


1.—The pyloric end of the stomach and 
the gastroduodenal junction; 2.—the duo- 
denum as it embraces: 3.—the head of the 
pancreas; 4.—the fundus of the gallblad- 
der; 5.—the extrahepatic bile ducts; 6.— 
the right suprarenal body; and 7.—the 
upper pole of the right kidney. 


From the cells of these organs various 
forms of primary carcinoma and sarcoma 
may develop. The resulting neoplasms 
give rise to the same symptomatology as 
that accompanying inflammatory diseases, 
and it is the separation of these two forms 
of pathological change that furnishes the 
diagnostic problem. 


; This article does not cover the 1947 literature. Its 
teferences will appear with the last instalment. 
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I. Frequence 


Many of the published papers on can- 
cer of the pancreas begin with a state- 
ment that cancer of the pancreas is rare. 

In 1944 there were 22,411 deaths from 
cancer and other malignant tumors in the 
State of New York; 13,023 in the City of 
New York (58.1 per cent) and 9,388 in 
the rest of the state (41.9 per cent). 
There were 10,498 deaths from cancer of 
the digestive organs and of the perito- 
neum; 6,543 in the City of New 
York (61.4 per cent) and 4,045 in the 
rest of the state (38.5 per cent). There 
were 822 deaths from cancer of the pan- 
creas (7.8 per cent of the total deaths 
from digestive tract cancer). Of these 
822 deaths from pancreatic cancer, 492 
occurred in New York City (69.8 per cent) 
and 330 in the rest of the state (40.1 
per cent)7?. 

Writing in 1934, Rienhoff and Lewis®* 
reported 158 cases of pancreatic disease 
seen in Johns Hopkins Hospital between 
1889 and 1932. Of these cases there were 
109 cases of carcinoma (68.39 per cent) 
and one case of adenoma of the islands of 
Langerhans (0.63 per cent of the pancre- 
atic lesions). 

D’Aunoy and Halpert’® report forty 
cases (0.66 per cent) found in 6,050 au- 
topsies at the Charity Hospital (New Or- 
leans). In thirty-one of the cases the 
growth was in the head and in nine it was 
in the tail. 
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In a study of fifty cases of carcinoma of 
the body and the tail of the pancreas from 
14,000 autopsy cases at Johns Hopkins 
Hospital, Duff?! found the percentage to 
be 0.035. 


Il. Symptoms 


The symptoms developed from disease 
of the organs enumerated above are icterus, 
pain, tumor, nausea and vomiting, and the 
combinations of the four symptoms have 
led certain authors to describe certain 
clinical syndromes accompanying the 
progress both of inflammatory disease and 
neoplastic disease. 

For instance, Roch® points out that ic- 
terus with acholic stools, extreme disten- 
sion of the gallbladder, epigastric pain 
without enlargement of the liver or the 
spleen and without ascites, is characteristic 
of cancer of the head of the pancreas. He 
calls this symptom complex the “pancre- 
aticobiliary syndrome.” 

He also calls a symptom complex charac- 
terized by acute epigastric pain, similar to 
the gastric crises of locomotor ataxia, the 
“pancreaticosolar syndrome,” and attacks 
of epigastric pain, simulating aneurysm of 
the abdominal aorta, are called the “pan- 
creatico-aortic syndrome.” 

Yaskin"®, writing under the title, ““Nerv- 
ous Symptoms as the Earliest Manifesta- 
tions of Carinoma of the Pancreas,” says 
that depression with crying spells, anxiety, 
insomnia, anorexia, loss of weight and 
weakness, a feeling of unreality, and other 
disturbances of perception, memory and 
judgment have been observed in four cases 
of previously healthy persons without defi- 
nite gastro-intestinal symptoms. The nerv- 
ous system symptoms antedated the diag- 
nosis of pancreatic cancer by from three to 
eight months. 

Flood, Seegal, Spock and Loeb** have 
studied 275 cases of nonhemolytic jaundice. 
In cases of carcinoma of the pancreas they 
find that pain is the most common initial 
symptom. The pain is usually epigastric, 
dull and boring in character. Jaundice is 
usually intense, and there is a history of 
weight loss and weakness. On physical ex- 
amination the liver may be expected to be 
enlarged, but not tender. In these 235 
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cases thirty were cases of carcinoma of the 
pancreas (12.7 per cent). 

In 1933 Leven*® reported a study of 
ninety-nine cases seen oneal 1913 and 
1931 in the University of Minnesota Hos. 
pital and the Department of Pathology of 
the University of Minnesota (Minne. 
apolis). He says that the characteristic syn- 
drome of pancreatic cancer consists of pro- 
gressive jaundice without remissions, dis. 
tension of the gallbladder, absence of he- 
patic enlargement, and absence of fever. 

Benhamou and Montpellier, report a 
case characterized by an hyperesthetic type 
of dyspepsia and a rapidly developing 
tumor, irregular intermittent fever with 
chills and sweats. 

Rienhoff and Lewis® say that the symp- 
tomatology of pancreatic cancer is depend- 
ent upon the involvement of neighboring 
structures. A carcinoma in the head of the 
pancreas will involve the bile ducts before 
long. On the other hand, a carcinoma in 
the body or in the tail of the pancreas may 
develop until a palpable tumor results 
before the patient is aware that there is 
anything wrong. In general, the symptom- 
atology is that of progressive deteriora- 
tion of health, anemia, general weakness, 
anorexia, increased susceptibility to fatigue, 
rapid and pronounced loss of weight, with 
no essential change in the bowel move- 
ments. When the growth is in the head of 
the pancreas there will be, in addition, 
progressive jaundice without fever, usually 
with distension of the gallbladder and en- 
largement of the liver. 

In ninety-five of the 109 cases of cat- 
cinoma of the pancreas studied by these 
authors, pain was an outstanding clinical 
feature, usually epigastric. Nausea was 
marked in seventy-two cases; extreme loss 
of weight in ninety-four; skin pigmenta- 
tion, not dependent on jaundice, in seven- 
teen; dark brown jaundice, not unlike that 
seen in Addison’s disease and, as a tule, 
most prouounced on the face, in seventy: 
six cases. 

Mondor and Sicard®?, in a case of 
sarcoma of the pancreas, noted that tumor 
was sometimes the first sign seen and 
that jaundice was rare. 

(To be continued) 
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CONTEMPORARY PROGRESS 


OTOLOGY 


A Different Treatment of Chronic 
Purulent Otitis Media 


Max Unger (Archives of Otolaryngol- 
ogy, 46:670, Nov. 1947) describes a new 
method of treating chronic purulent otitis 
media. Many different types of bacteria 
have been isolated from the aural dis- 
charges in cases of chronic purulent otitis 
media, and almost all drugs applicable to 
various types of infection have been used 
in treatment. In any case of chronic puru- 
lent otitis media, several different varieties 
of bacteria may be present at the same time 
or the bacterial content of the discharge 
may vary from time to time. Therefore the 
use of any specific medication is not as im- 
portant as adequate cleansing of the in- 
fected area. Casts made of the middle ear 
and air cells of the temporal bone on 
the human cadaver show both the wide 
extent of the pneumatic system of the 


temporal bone and the irregularity, 
tortuosity and constriction in various 
groups of cells. From a_ study of 


such casts it is evident that with the usual 
methods of treating chronic purulent otitis 
media, the irrigating or medicinal fluid 
does not reach all the affected parts. A 
method of ‘deep lavage” designed to reach 
the outlying cells has been devised by the 
author. For this procedure a specially regu- 
lated piston pump is used that makes 60 
cycles or less to the minute; the pressure 
and suction are both connected to the same 
nozzle so that alternating pressure and suc- 
tion can be applied through the same tube. 
A rubber tube connects the pump nozzle 
with a glass trap to prevent fluid sucked 
out of the ear from entering the pump; the 
other end of the trap is connected by an- 
other tube to a glass ear tip. There is a 
needle valve on the pump cylinder for regu- 
lating the amount of pressure. In the use 
of this apparatus, the patient’s head is 
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placed on a head rest with the affected ear 
uppermost; the external auditory canal is 
filled with the solution to be used at body 
temperature. The ear Epps is then fitted 
closely into the ear and the pump started 
and operated for one minute; the fluid in 
the external canal “sinks into the ear.” 
Then the patient’s head is placed so that 
the affected ear is lowermost and the pump 
is operated again for one minute; the fluid 
can be seen to accumulate in the glass trap; 
air replaces the fluid in the ear. This pro- 
cedure is carried out six times at each 
treatment. The alternating pressure and 
suction produced by the pump has two 
mechanical effects on the ear; it produces 
alternating hyperemia and ischemia, which 
have been found to be beneficial in other 
parts of the body; and it agitates the fluid 
in the middle ear and cells so that they are 
rinsed out. The best results are obtained if 
treatments can be given daily; but few pa- 
tients can arrange for such treatments; 
treatments should, however, be given at 
least every other day. The eustachian tube 
is catheterized before and after each treat- 
ment. The author prefers 1 per cent hydro- 
gen peroxide for this method of deep 
lavage; when the discharge is profuse at 
first 3 per cent hydrogen peroxide may be 
used until the discharge diminishes, then 
the 1 per cent solution. The patient is also 
instructed to instil 5 drops of 1 per cent 
hydrogen peroxide into the ear and hold 
the head sideways for five minutes morn- 
ing and night. The deep lavage treatments 
are continued for one week after the dis- 
charge of pus has ceased; then the fluid is 
not used and only air 1s pumped in and 
out; this aeration is continued until the 
perforation in the ear drum closes. In cases 
where the perforation is large it may not 
close without further treatment. First the 
edges of the perforation are touched lightly 
with a cotton applicator coated with scarlet 
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red N. F. ointment. If this has no effect 
in a week, a patch of gold foil coated 
thinly with scarlet red on the side against 
the drum membrane is applied with a suc- 
tion tube over the perforation; this gold 
disk is removed every second day to renew 
the scarlet red ointment and give an aera- 
tion treatment with the pump. This gold 
foil disk both seals off the tympanum from 
external infection and supports the advanc- 
ing margins as the perforation closes. This 
method of treatment has been used in 15 
cases in which 





plete cleansing of the middle ear persistently 
carried out at frequent intervals should clear 
up such infections in any event, assuming of 
course that continued contamination from the 
nasopharynx can be eliminated, The author's 
described method of bringing about closure of 
perforations in dry ears should be quite effi. 
cacious, L.C.McH, 


Otosclerosis. Its Pathology 
and Treatment 


Franz Altmann and DeGraaf Woodman 
(New York State Journal of Medicine, 
48:173, Jan. 15, 





aural discharge 


1948) state that 


had persisted for 
three to forty-six 
years. Six of these 
patients discon- 
tinued treatment 
before the dis- 
charge was en- 
tirely cleared up. 
In the 9 patients 
who continued 
treatment results 
were good; the 
pus discharge 
ceased in three to 
nine weeks (av- 
erage six and one- 
half weeks) and 
the perforations 
closed in five to 
thirty weeks, 
(average thirteen 
ind one.half 
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in spite of the 
progress of oto- 
sclerosis research 
in the past fifty 
years the cause of 
the disease is not 
yet known. The 
importance of 
heredity is recog- 
nized, but since 
only about 15 per 
cent of those who 
have characteris- 
tic pathological 
changes in the 
labyrinthine cap- 
sule develop 
ankylosis and 
therefore show 
clinical symptoms 
of otosclerosis, 
the mechanism of 











transmission is 





weeks). The gold 
foil patch was 
employed in closing the perforation in 6 
of these 9 cases. 


COMMENT 


This would seem to be a sort of displace- 
ment irrigation of the middle ear and at least 
theoretically of the mastoid cells, although 
the author prescribes the method for chronic 
otitis media rather than for.chronic mastoid- 
itis. We have had no experience in attempt- 
ing such irrigation of the mastoid cells but 
feel that, if the infected cells have sufficiently 
free communication with the middle ear to 
permit of irrigation in this manner, such ex- 
tensive irrigation should not be necessary to 
free them from infection. We feel person- 
ally that eustachian tube inflation and com- 
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not yet under- 
stood. Although surgical treatment of 
otosclerosis—the fenestration operation— 
does not eliminate the disease, it is a 
very important advance as it restores hear- 
ing in a large group of patients. At the 
Columbia Presbyterian Medical Center, 
only those patients are selected for the 
fenestration operation who have good 
nerve function. The hearing loss for bone 
conduction should not exceed 20 to 30 
decibels for the so-called speech range of 
512 to 2048 double vibrations. At the 
Center, Lempert’s novalis technique with- 
out stopple is used for the fenestration 
operation, usually employing the endaural 
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approach. Shemotherapy is given for the 
first ten days after operation to prevent 
postoperative infection. After the opera- 
tion, patients complain of dizziness, 
which usually lasts only a few days, 
but in some cases persists for a 
longer period, especially on turning the 
head suddenly or bending down. In cases 
operated on a year or more previously, 
about 60 per cent have shown a permanent 
restoration of practical hearing, i. e., an 
improvement to the 30 decibels level or 
above for the speech frequencies; about 35 
per cent show a lesser, but often satisfac- 
tory, improvement, or no improvement at 
all. If the failure to improve is due to sec- 
ondary bony closure of the fistula, a re- 
vision can be done with removal of the 
newly formed bone; this often gives good 
results. In about 5 per cent of the cases 
the hearing is worse than before operation. 
In cases in which the operation is success- 
ful, the hearing is better than if a hearing 
aid were used. The hearing aid also fails 
to stop the progress of the disease. In 
cases in which the operation has resulted 
in only partial rehabilitation, however, a 
hearing aid is of value. 


COMMENT 


A discussion of various features regarding 
the Lempert fenestration operation. We ques- 
tion whether patients with @ bone conduction 
loss of 20 to 30 decibels at 512 and 2048 
double vibrations are favorable cases for the 
operation. There is no question whatever 
that a great many patients have been definitely 
rehabilitated by this operation and that it is 
@ marked advance in the treatment of oto- 
sclerosis. _ The author does not report how 
often lasting good results are obtained by re- 
vision operations in instances where there has 
been bony closure of the fistula, | L.C.McH. 


Some Observation on Tumors 
of the Acoustic Nerve 

B. C. Meyer (New York State Journal 
of Medicine 47:2432 Nov. 15, 1947. re- 
ports 42 cases of acoustic nerve tumor 
treated at Mt. Sinai Hospital, New York, 
in the past twelve years. The ages of the 
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patients ranged from seventeen to sixty- 
five years; 33, or nearly 80 per cent, were 
between thirty and sixty years of age. As a 
rule diminution of hearing and tinnitus 
were the first symptoms noted, followed 
by vertigo and symptoms of cerebellar in- 
volvement. In 3 cases there were motor 
twitchings of the affected side, especially 
the side of the face and eyelid; in one case 
an erroneous diagnosis of Jacksonian epi- 
lepsy was made. In 40 cases in which the 
ipsilateral corneal reflex was noted, it was 
reduced in 18 and absent in 22 cases. Sen- 
sation on the face was considered to be 
normal in 25 per cent of the cases; it was 
markedly diminished in only one case; 
definitely but moderately diminished in 18 
cases; only doubtfully or slightly reduced 
in 12 cases. In 12 cases there was no facial 
asymmetry; 7 patients showed definite 
facial weakness; 22 doubtful or slight 
facial weakness. In most cases there was 
no asymmetry of reflexes; ipsilateral hyper- 
reflexia was noted more frequently than 
contralateral hyperreflexia. The spinal 
fluid protein was determined in 20 cases, 
in all of which it was increased above nor- 
mal levels. In operating on the acoustic 
nerve tumors in this series, either simple 
intracapsular enucleation, or intracapsular 
enucleation followed by removal of all or 
part of the capsule was done. The mortal- 
ity was lower with simple intracapsular 
enucleation, and there was a much lower 
incidence of facial paralysis than when 
removal of all or part of the capsule was 
done. Facial paralysis occurred in all cases 
in which the capsule was totally removed, 
and in 6 of 10 cases in which it was par- 
tially removed. Recurrence of large tumors 
occurred in 4 patients after simple enuclea- 
tion, but 4 other patients on whom this 
operation was done have shown no recur- 
rence for four to ten years. 


COMMENT 


Advances in diagnostic and operative tech- 
nique over the years have rendered tumors of 
the. acoustic nerve one of the simpler prob- 


lems with which the neurosurgeon deals. 
L.C.McH. 
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RHINOLARYNGOLOGY 


Nasal Hemorrhage: Studies of 
Ascorbic Acid, Prothrombin 
and Vitamin K 


H. Nevert, R. Engelberg and L. A. Park 
(Archives of Otolaryngology, 47:37; Jan. 
1948) report a study of 104 consecutive 
patients with nasal hemorrhage; 5 of. these 
patients had recently undergone nasal 
operations and the bleeding may be classed 
as postoperative; in 7 other patients, there 
was some local condition that could, have 
caused the bleeding. In 45 patients the 
nasal bleeding was associated with disease 
of the blood vessels, blood dyscrasias, in- 
fectious disease or other constitutional dis- 
eases that may cause abnormal bleeding. 
But in 47 cases, no definite etiologic factor 
could be determined. Forty-eight patients 
had had recurrent hemorrhages, some of 
them intermittent hemorrhages for years; 
in some of these cases these recurrent hem- 
orrhages were associated with blood dys- 
crasias, but in others there was no.evident 
cause. Determinations of the plasma ascor- 
bic acid and the prothrombin time were 
made in these 104 patients. The plasma 
ascorbic acid and the prothrombin time 
were both normal in only 11, or 10.57 per 
cent of these patients. The plasma ascorbic 
acid was below normal levels in 68 pa- 
tients, 35 of whom also showed subnormal 
prothrombin activity. There were 25 pa- 
tients with normal ascorbic acid levels, but 
with subnormal prothrombin activity, there- 
fore 60 patients showed hypoprothrombi- 
nemia. The percentage of patients with 
both ascorbic acid and prothrombin levels 
normal was souewhat greater in the group 
of 47 patients in whom no definite cause 
for the nasal hemorrhages could be found. 
Vitamin therapy was tried in 62 patients, 
deficient in ascorbic acid, prothrombin ac- 
tivity, or both; 15 were given ascorbic acid, 
usually 300 mg. daily, 9 were given a vita- 
min K-like compound (“‘synkayvite’’), 15 
mg. daily, and 38:were given both vita- 
mins. As many of these patients did not 
return to the clinic, the clinical results 
could be determined in only 36 patients; 
of these 27 were definitely improved, 
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showing either a complete cessation of 
nasal: bleeding or definitely less frequent 
attacks. The laboratory findings could not 
be correlated with clinical improvement in 
all these cases, but in those cases in which 
the laboratory determinations could be re- 
peated, there was a definite correlation be- 
tween clinical improvement and an in- 
crease in the plasma ascorbic acid, pro- 
thrombin activity or both... These results 
suggest that vitamins C and K have “a 
definite place” in the treatment of nasal 
hemorrhage. 


COMMENT 


Patients with severe nasal hemorrhage in 
whom the exact site of bleeding cannot be lo- 
cated and treated locally are a very distress- 
ing problem. We have used ascorbic acid and 
vitamin K, along with morphine in a dosage 
to produce a definite physiological affect, with 
gratifying results in several instances. The 
authors .clinical research along this line gives 
us confidence in such therapy. L.C.McH. 


Dislocation of the Septal Cartilage 


Samuel Cohen (Archives of Otolaryn- 
gology, 46:601, November 1947) describes 
the operation employed by him for cor- 
recting dislocation of the septal cartilage, 
which includes some rhinoplastic proced- 
ures as well as some procedures of submu- 
cous resection. If there is only a slight dis- 
location of the septum in an adult with al- 
most no distortion of the lower part of the 
nose, and only a slight protrusion of the 
septum visible in one nostril, submucous 
removal of a strip of the lower septal bor- 
der is the only procedure necessary. The 
author prefers to use sutures in such cases, 
although they may not be necessary. A 
light vestibular packing is employed for 
twenty-four hours. When the dislocation 1s 
of greater degree the author’s operative 
procedure involves nine steps. (1) The 
lower septal border is freed and exposed 
from its most anterior angle to the anterlor 
nasal spine of the superior maxilla by the 
usual rhinoplastic technique. (2) The sep- 
tal mucosa and skin on the convex side are 
elevated past the angle of  deflec- 
tion; then by going through the 
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cartilage to the opposite perichondrium, 
the opposite mucosa is elevated upward so 
as to permit removal of any more cartilag- 
enous deviations that may be necessary. 
(3) As much as necessary of the cartilage 
of the angle and some of the cartilage 
above it is removed submucously. (4) The 
upper lateral cartilage is cut from each side 
of the septal cartilage with a pair of 
straight scissors, as far up as necessary. (5) 
The strip of dislocated cartilage is cut from 
where it straddles the vomer and its pos- 
terior edge freed, so that this strip is freely 
movable. (6) The now freely movable sec- 
tions of dislocated cartilage are replaced 
into a prepared groove on the upper cut 
surface of the columella, preserving as 
much of the septal membrane as possible; 
the septal mucosa is sewed to the columella 
on each side. This may be done by all 
through and through structure sutures, or 
by mucosa to skin sutures on each side. 
(7) If a section of upper lateral cartilage 
protrudes, it is removed. (8) The lower 
lateral cartilages are examined and cor- 
rected if necessary. (9) Equalized nasal 
packing is used, for which the author pre- 
fers Simpson splints; this is left in place 
for about two days, then changed every day 
for about ten days. An external nasal dress- 
ing is employed for two days. When this 
operation is done in children, no cartilage 
is removed unless it is evident that this 
is absolutely necessary, and then only an 
anteroposterior “‘sliver’’ of the angle of 
deflection; a complete submucous resection 
is not indicated in children. If there is any 
protrusion of the upper lateral cartilage, a 
“sliver” of cartilage may be removed. 
After the septal cartilage is replaced in 
proper position, the lower lateral cartilages 
are not tampered with in children, as these 
softer cartilages usually adjust themselves 
as the child grows. 


COMMENT 


Rhinoplastic procedures when properly and 
carefully carried out are a very distinct ad- 
vance over the simple submucous resection 
which has been used for many years. The au- 
thor’s detailed descrivtion of technique is a 
very valuable aid to those who contemplate 
such surgery, L.C.McH. 
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"Intocostrin"—Pentothal Sodium 
Anesthesia for Bronchoscopy 
and Larnygoscopy 


P. H. Lorhan and S. Roberts (Archives 
of Otolaryngology, 46:789, Dec. 1947) re- 
port the use of intocostrin with pentothal 
sodium as an anesthetic for laryngoscopy 
and bronchoscopy. The same premedica- 
tion is used as fos pentothal ot anes- 
thesia alone. The intocostrin is given first 
and slowly until the patient feels his jaw 
relax; this usually requires 20 to 60 units 
of intocostrin (equivalent to 3 to 9 mg. of 
di-tubocurarine chloride). When the full 
effects of intocostrin have been obtained, 
the pentothal sodium (2.5 per cent solu- 
tion) is given slowly until the lid reflex is 
abolished. Oxygen is given by oral insuffla- 
tion throughout the procedure. In the 27 
cases in which this method was used for 
laryngoscopy and bronchoscopy (4 cases), 
respiratory depression occurred in only 2 
cases and was severe enough to require 
neostigmine in only one case. When this 
method of anesthesia is employed, the 
anesthetist must be prepared to combat 
respiratory depression, by artificial respira- 
tion if necessary. Good relaxation was ob- 
tained in all but one patient. The combined 
use of intocostrin and pentothal sodium 
gives muscular relaxation and quiescence, 
an ideal condition for laryngoscopy and 
bronchoscopy. In several of the cases re- 
ported cauterization of vocal cords or re- 
moval of a benign laryngeal tumor was 
done. 


COMMENT 


This form of anesthetic for endoscopic pro- 
cedures is extremely useful but is safe only in 
the hands of an exhert anesthetist who is 
equipped to care for any untoward contin- 
gencies which may arise, L.C.McH., 


The Use of Sulfamylon 
in Rhinosinusitis 


S. L. Fox (Annals of Otology, Rhinol- 
ogy and Laryngology, 56:946. Dec. 1947) 
reports the use of a relatively new sulfona- 
mide, sulfamylon, in the treatment of 200 
cases of rhinosinusitis in 117 patients. 
Chemically sulfamylon differs from sulfan- 
ilamide in that a methylene group has been 


269 











inserted between the benzene ring and the 
4-amino group; its antibacterial action is 
not inhibited by p-aminobenzoic acid; and 
its mode of action probably is different 
from that of the sulfonamides commonly 
used. Animal experiments showed that 
solutions of sulfamylon in concentrations 
of 0.5 to 2 per cent were non-irritating to 
the conjunctival mucosa, and concentration 
of 1 to 20 per cent non-irritating to the 
bladder mucosa. Sulfamylon was not used 
in the treatment of the common cold, but 
only when there was clinical evidence of 
nasal or sinus suppuration. In cases of 
early acute rhinosinusitis without antral in- 
volvement, a combined solution of sulfa- 
mylon, 1 per cent, and neosynephrin, 14 
per cent, was prescribed for home use by 
atomizer spray, every two to four hours; 
for children drops of the solution were 
employed according to age. In cases of 
empyema of the antrum, irrigation through 
the natural orifice (if possible) was done 
with physiologic sodium chloride to cleanse 
the antrum; this was evacuated by instilla- 
tion of air, and 1 to 4 per cent sulfamylon 
solution was then instilled to fill the an- 
trum as completely as possible. The can- 
nula was removed and the patient instruct- 
ed not to blow the nose for several hours. 
A combined solution of sulfamylon and 
neosynephrin was also prescribed for home 
use. Treatments by irrigation and instilla- 
tion of sulfamylon solution were carried 
out every forty-eight hours, until the antral 
washings were clear, and then one more 
treatment was given forty-eight hours later 
in most cases. There were 53 cases of frank 
empyema of the antrum in this series, all of 
which responded promptly to irrigation 





and instillation of sulfamylon solution, not 
more than three treatments being necessary 
in any case. The treatment with the com- 
bined sulfamylon and neosynephrin solu- 
tion resulted in prompt recovery in all 
cases of acute rhinosinusitis, none of which 
required sinus surgery. In chronic cases the 
use of the solution resulted in prompt im- 
provement, but there was often a recur- 
rence when the use of the spray was 
stopped. Most of these patients had refused 
radical sinus surgery, or it was considered 
to be contraindicated because of secondary 
atrophic rhinitis. Sulfamylon was effective 
against all the organisms found on culture 
in approximately one-half the cases in this 
series, being least effective against Bacillus 
pyocyaneus. 


COMMENT 


If the use of this sulfonamide compound 
combined with a vasoconstrictor will result in 
“prompt recovery of all cases of acute rhino- 
sinusitis” it will constitute a marked improve- 
ment over any other form of treatment which 
we have as yet encountered. The author also 
states that all of 53 cases of acute empyema 
of the maxillary sinus responded prompily to 
three or fewer treatments consisting of irri- 
gation and instillation of the solution. We 
cannot help but be somewhat skeptical re- 
garding these unusually prompt and uniform 
recoveries because of the extreme variations 
in severity in individual patients afflicted with 
these acute infections. Most investigators are 
of the opinion that no medicament applied to 
the surface of the nasal mucous membrane can 
produce such uniformly good results as this 
report seems to indicate. Our experience with 
the other sulfonamides applied to the nasal 
mucous membrane has been that a great many 
patients develop a sensitivity and that local 
irritation is prolonged and the infection not 
quickly relieved. LCMcH. 


OPHTHALMOLOGY 


The Value of Injecting Saline Into 
the Vitreous As An Adjunct to 
Diathermy Operations for 

Retinal Detachment 


E. G. Grafton, Jr. and J. S. Guyton 
(American Journal of Ophthalmology, 
31:299, March 1948) report that 305 pa- 
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tients have had diathermy operations for 
detached retina at the Wilmer Ophthal- 
mological Institute of the Johns Hopkins 
Hospital. In 49 instances it was noted 
whether or not the retina was flat at the 
close of the diathermy operation; reattach- 
ment of the retina resulted in 69 per cent 
of those cases in which the retina was flat, 
and in 26 per cent of those in which it was 
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still elevated at the close of the operation. 
An analysis of the case histories of 155 
patients is presented; in these cases the 
retinal detachment was not due to either 
uveitis or perforating injury; in 6 cases the 
operation was done on both eyes, and the 
first operation was done at the Wilmer In- 
stitute on 159 eyes. In these cases saline in- 
jections into the vitreous were employed 
only if the retina remained appreciably 
elevated after the diathermy operation, i. e., 
in cases in which the prognosis for success- 
ful reattachment was relatively poor. In 
both phakic and aphakic eyes in this series, 
the percentage of retinal attachments was 
approximately the same in the eyes in 
which saline injections were given as in 
those eyes in which no saline injections 
were necessary. This indicated that the 
saline injections into the vitreous had 
definitely improved the results in those 
cases in which the retina was still elevated 
at the close of the diathermy operation. In 
both phakic and aphakic eyes the saline is 
injected before the conjunctiva is closed; 
the injection is made slowly to force the 
subretinal fluid out of the scleral punctures 
and to force the retina back into contact 
with choroid. The author and his col- 
leagues are of the opinion that in the dia- 
thermy operation for retinal detachment, 
saline (or air) should be injected unless 
the retina flattens almost completely with- 
out such a procedure. 


COMMENT 


This is a very’ valuable contribution to a 
controversial question constantly recurring in 
the course of treatment of retinal detach- 
ments. Many detachments occur in otherwise 
healthy persons and the menace of the disease 
to the efficiency of the afflicted is indeed a 
tragedy. No phase of the treatment and its 
results should escape critical scrutiny. It is 
not many years since retinal detachment re- 
sults were approximately zero, R.LL, 


Aniridia Congenita 


M. H. Pincus (Archives of Ophthalmol- 
98), 39:60, Jan. 1948) reports 5 cases of 
aniridia congenita. All of these patients 
showed the typical symptoms of this con- 
dition, including furrowing of the fore- 
head, narrowing of the palpebral fissure 
due to ptosis, photophobia, unusually large 
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pupils and poor vision; 4 of the 5 patients 
also had nystagmus. In 3 of these patients - 
no iris tissue could be seen in either eye 
on examination with reflected light or the 
slit lamp; in the other 2 patients the slit 
lamp showed a small tag or stump of iris 
tissue in each. In histological examinations 
of aniridic eyes reported in the literature, 
a small rim of iris tissue encircling the 
periphery has always been found; this iris 
tissue is rudimentary and the musculature 
is either entirely absent or poorly devel- 
oped. Other investigators have shown that 
aniridia is hereditary, as a dominant char- 
acteristic, not sex linked. No racial or na- 
tional predilection has been noted. Three 
racial strains are represented in the author’s 
5 cases. Two of his patients were father 
and son and the genealogical charts of 
these and the other patients support the 
conclusion that aniridia is inherited as a 
dominant characteristic. Although no treat- 
ment can correct the aniridia, it is possible 
to improve vision by various procedures. In 
2 of the author’s cases in which mature 
cataracts were present, operation for re- 
moval of the cataracts has been advised, 
but the patients have so far postponed 
operation. In the other 3 cases, vision has 
been improved by the use of contact lenses, 
which have an opaque corneal periphery 
and a clear central pupil 4 mm. in diam- 
eter. The improvement of vision by means 
of such contact lenses indicates that poor 
visual acuity in aniridia is due chiefly to 
aberration of light entering the eye. 


COMMENT 


Aniridic eyes have been examined in the 
laboratory and other congenital defects found 
rather regularly. Such eyes were the most 
unfavorable cases. Those in the group now 
under discussion were more favorable. 


Surgical Treatment of Syphilitic 
Primary Atrophy of the — 
Nerves (Syphilitic Optochiasmatic 
Arachnoiditis) 


W. L. Bruetsch (Archives of Ophthal- 
mology, 38:735, Dec. 1947) presents a 
histologic study of 12 cases of syphilitic 
primary atrophy of the optic nerve, with 
special reference to the theory that the 
cause of this condition is syphilitic optochi- 
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asmatic arachnoiditis, and that surgical 
operation is indicated to free the optic 
nerves of the adhesions which cause 
pressure and constriction. In the 12 cases 
studied, no arachnoidal adhesions were 
found in 4 cases; in 2 other cases the 
slight arachnoidal thickening present could 
be considered as within normal limits. In 
the other 6 cases there was definite syphi- 
litic arachnoiditis in the optochiasmatic 
region. In these cases the thickening of the 
arachnoid was pronounced and buried the 
optic nerves, the chiasm, and in some in- 
stances the third cranial and other cranial 
nerves. This finding suggests that the 
arachnoiditis might have been a factor in 
the thickened arachnoid passed over the 
the causation of the optic nerve atrophy. 
Microscopic study, however, showed that 
optic nerve and chiasm without any indica- 
tion of pressure on the nerve, such as con- 
strictive grooves. On the basis of his find- 
ings, the author concludes that the essential 
cause of primary syphilitic optic nerve 
atrophy is an inflammatory process in the 
intracranial portion of the nerve and the 
chiasm; this same process may also produce 
an optochiasmatic arachnoiditis, but does 
not always do so. Operation to remove the 
arachnoidal adhesions, therefore, will be of 
no, or little, benefit, and it will not affect 
the essential inflammatory process. In the 
author's experience, the most effective 
therapy of primary syphilitic optic nerve 
atrophy is malarial therapy with a course 
of penicillin therapy given concomitantly 
and subsequently, with a dosage of 5,000,- 
000 units in each course. 


COMMENT 


A successful treatment for atrophy of the 
optic nerves due to syphilis has not been 
found. When one realizes the changes that 
have taken place before this condition is de- 
tected, it is evident that there could be no 
other result. Optic nerve atrophies of this 
type are much rarer than formerly, demon- 
strating the more efficient remedies available 
in the early stages. R.LL, 


Capillary Fragility and 
Diabetic Retinitis 


R. Rodriguez and H. F. Root (New 
England Journal of Medicine, 238:391, 
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March 18, 1948) report tests for capillary 
fragility by the petechial index of Géthlin 
in 100 unselected cases of diabetes. The 
capillary fragility was found to be in- 
creased in 40 of these patients and border- 
line in 4 instances. Of the 40 patients with 
increased capillary fragility, 26 had retin- 
itis, which was associated with hyperten- 
sion in 12 patients and with normal blood 
pressure in 14 agin An additional 
group of 56 diabetic patients with retin- 
opathy were studied; the petechial index 
showed increased capillary fragility in 47 
and borderline in 9 cases; in none of the 
56 cases was a normal index obtained. 
Considering these 56 patients with diabetic 
retinopathy with the 26 found in the un- 
selected group, there is a total of 82 cases 
of diabetic retinopathy, in 73 of which the 
petechial index was increased, and in 9 
borderline. The association of increased 
capillary fragility with retinopathy in dia- 
betes is, therefore, definite. The blood 
pressure was above 150 systolic, 90 dias- 
tolic in 43 of these patients and within 
normal limits in 39 patients; 48 of the 82 
patients were over forty years of age with 
an average duration of diabetes of eleven 
and a third years, while in the 34 younger 
patients the average duration of diabetes 
was seventeen and three-fourths years. 
Rutin was given to 70 of these patients, 
but only 20 of these have been adequately 
followed up. In these 20 patients, the pe- 
techial index became normal or borderline 
in 5 cases, remained positive, but showed 
improvement in 5 cases, and showed no 
change in 10 cases. None of the patients 
showed objective improvement in the 
visual fields or in the retinal picture, al- 
though some of them claimed an improve- 
ment in vision under the rutin therapy. In 
most of these cases, however, the retin- 
opathy was in an advanced stage. If in- 
creased capillary fragility were recognized 
earlier in patients with diabetes of long 
standing, rutin therapy might be of more 
value. 


COMMENT 


It is the common experience of those exam- 
ining the eyes of diabetics to see the retinal 
degeneration and haemorrhages progress 
steadily despite the otherwise successful use of 
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insulin. Once these changes begin, nothing 
seems to change the course of the disease. The 
idea that the diabetic cannot use the carbo- 
hydrates is too narrow a view as it seems to 
be the inability to use the hydrocarbons that 
is more closely connected with these changes. 
If an agent is found to remedy this defect, 
this phase of diabetes may yet have a better 
prognosis. RIL. 


A Corneoscleral Scissors 


W. P. McGuire (American Journal. of 
Ophthalmology, 31:217, Feb. 1948) de- 
scribes a new type of corneoscleral scissors 
designed to give a smoother incision in en- 
larging the limbal incision in the cataract 
operation. The scissors are blunt pointed; 
the blades are angled up 15 degrees at the 
proximal end of the cutting surfaces and 
then curved downward in a curve that ap- 
proximates closely the curve of the anterior 


CHEST INJURIES 
—Concluded from page 258 





in fat and salt, which diminishes the flow 
of chyle. Under this treatment many of 
them yield. 

Crushing injuries of the chest often pro- 
duce ruptured diaphragms. The point of 
commonest injury is the central portion or 
the dome of the diaphragm. The lesion 
seems to be more common on the left side, 
but it is strongly suspected that only those 
patients with a herniation of the abdom- 
inal contents into the thorax are diagnosed. 
Since the liver would effectually plug most 
of the tears in the right diaphragm no 
herniations would occur and the lesions 
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surface of the cornea. The advantages of 
these scissors have been found to be that 
the upward angulation makes them easier 
to manipulate, while the downward curve 
give a smoother cut along the limbus. It 
has been found also that with these scissors 
it is Not necessary to cut the conjunctiva, as 
the curve of the blades makes it possible 
to insert the outer blade underneath the 
conjunctiva and to enlarge the limbal in- 
cision under a conjunctival bridge. With 
these scissors, also, there is less danger of 
trauma to the cornea if an involuntary up- 
ward movement of the eye should occur 
during the operation. 


COMMENT 


Enlarging the intial incision made by the 
keratone is an easy matter if the chamber is 
of normal depth, but an instrument of this 
type should be very useful in glaucoma cases 
with shallow anterior chamber. R.LL, 


would not be diagnosed. I believe that in 
like instances the incidence of injuries is 
similar on both sides. A celiotomy is in- 
dicated with a repair from below in the 
acute cases if the abdominal viscera seem 
injured. Most thoracic services prefer the 
transthoracic route in all injuries of the 
diaphragm, reserving the transperitoneal 
route for the left-sided congenital hernias 
of the diaphragm. 


We have attempted to point out some 
of the cardinal signs and symptoms of the 
commonest chest injuries. The treatment 
outlined has been rather well accepted, al- 
though of course it will differ in various 
localities. 

1 Hanson Place. 
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Classical Quotations 


@ Since last October I have completed the opera- 
tion of ovariotomy in this Hospital [Samaritan] in 
thirty-six cases, besides one case in which I per- 
formed the operation successfully for the second 
time on the same patient. Of the thirty-six women, 
thirty-one recovered and five died, and it is a re- 
markable fact that in every case in which the pedicle 
was long enough to enable me to use the clamp the 
patient recovered. There were thirty of these cases 
—thirty clamp cases in one year without a single 
death. F 


SIR THOMAS SPENCER WELLS 
Diseases of the Ovaries, 1873, page 360. 


Health Insurance Plans 


Health Insurance in the United States. By Nahtan 
Sinai, Dr. P. H., Odin W. Anderson & Melvin L. 
Dollar. New York, Commonwealth Fund, _ [c. 
1946]. 8vo. 115 pages. Cloth, $1.50. 


Health Insurance in the United States 
is a monograph written by laymen which 
includes a history of health insurance 
since 1910, a discussion of the various 
plans, the attitude of the medical profes- 
sion as well as that of governmental and 
lay groups. 

The studies were carried out by Nathan 
Sinai, Dr. P. H. and fellow workers for 
the N. Y. Academy of Medicine, and will 
be of use to those persons who are in- 
terested in organization and legislation 
with reference to health insurance and 
medical care. 

C. T. GRAHAM-ROGERS 
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New Theory of Cell Pathology 


Experimentelle Grundlagen Zu Modernen Pathologie. 
Von Der Zellular- Zur Molekularpathologie. By 
P. Busse Grawitz, M.D. Basel, Switzerland, Benno 
Schwabe & Co., aaa 8vo. 350 pages, illus- 
trated. Cloth, 32 fr. 


This is an unusual book, written and 
illustrated in a fascinating way. A great 
number of experiments are minutely de- 
scribed in such a clear and simple way, 
that the reader cannot but follow the 
stages of this research and become im- 
pressed by the revolutionary character of 
the observations. By means of implanting 
the most various tissues taken from ani- 
mals and from human beings, including 
Egyptian and Indian mummies, the au- 
thor builds up a complete revision of 
our Cellularpathology and the accepted 
law of Chemotropism. He starts a new 
Molecular (physiology and) pathology of 
the cell nucleus with inframicroscopic size 
ind shows the transition of collagen and 
connective tissue elements into leucocytic 
roundcells. A new “Golden Rule of His- 
topathology” is being created. The activ- 
ating factors originate in the connective 
tissue juice of normal individuals and are 
said also to present the prohibiting agent 
against tumor growth. The suggested out- 
look on changes of our knowledge in 
biology and pathology seems tremendous. 
It would be of the greatest interest, if 
the experiments could be reproduced in 
the near future for confirmation of the 
reported findings as well as their interpre- 


tation. 
Max G. BERLENER 
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100 CAPSULES 


me 


OPPERIN “A” 








_-—ANEMIA 


‘The blood in iron-deficiency anemia is’ mar- 


- DEFICIENCY 





kedly benefited by Copperin administration: 
hemoglobin percentages quickly rise; red 
blood cells increase in quantity and improve 
in quality... _ : 

Due to the action of the catalyst, copper 
sulphate, fhe amount of iron ammonium 
citrate per capsule is reduced to only 32 Mgm. 
But as ALL the iron is made available, maxi- 
mum therapeutic effect is obtained. Copperin 
does not stain. teeth or irritate the gastro- 
intestinal tract and is water soluble. Prescribe 
Copperin “A” for adults, Copperin “B” for 
children. . 


Liberal professional sample gladly sent on request 


MYRON L. WALKER COMPANY, INC. 
Mount Vernon, New York 


COPPERIN 
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Chest Roentgenology 


Diseases of the Chest. With Emphasis on X-Ray 
Dingnocle. By Eli H. Rubin, M.D. The section 
on THE PRINCIPLES OF SURGICAL TREAT- 

MENT by Morris Rubin, M.D. Philadelphia, W. 

B. Saunders Co., [c. 1947]. 4to. 685 pages, illus- 

trated. Cloth, $12.00. 


This is one of the best books on the 
subject released in several years. Attrac- 
tively printed, it abounds in excellent re- 
productions of roentgenograms of a host 
of chest diseases. Dr. Rubin’s method of 
presentation is interesting and informative. 
It is well documented and up to date and 
_ is a valuable book for students and prac- 
titioners of medicine. 

FOsTER MURRAY 


Syndromes 


Maladies et Syndromes Rares ou peu Connus. De- 
scription Clinique—Repertoire des Signes et Liste 
des Noms Propres. By Prof. A. Aimes. Paris, 


Masson & Cie, [1946]. 8vo. 205 pages. Paper, 


300 fr. 


Rare diseases and syndromes are often 
poorly described and hard to find in the 
literature. For these reasons the author has 
given a brief description of each and at- 
tempted a simple classification. The work 
is well done and the syndromes are ac- 
curately but briefly described. The classi- 
fication in part two enables one to look 
up rare conditions and to find more com- 
plete descriptions by means of the refer- 
ences listed. The book should serve a 
useful purpose. 

EDWIN P. MAYNARD, JR. 


For the Hard of Hearing 


Train Your Hearing. Lessons for Home Practice. 
By Mary Wood Whitehurst. Washington, D. C., 
Volta Bureau, [c. 1947]. 16mo. 90 pages. Cloth, 
$3.00. 


This little handbook of 90 pages is a 
very useful method of self training for 
the hard of hearing where it is not pos- 
sible to have sufficient contacts between 
teacher and pupil. It helps one to under- 
stand speech perception better through the 
use of a hearing aid. Mental processes 
are quickened and the interpreting of 
spoken sounds are facilitated. Radio- 
phonograph music is utilized to train the 
pupil how to listen and what to listen for. 
It is a book that should be in the hands 
of every hard of hearing individual. 

THOMAS B. Woop 
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Cause of Ulcers 


The Primary Cause of Gastric and Duodenal 
Ulcer. Diagnosis, Medical and Surgical Treat 
ment, Prevention. By Donald Cook, M.D. Chi- 
cago, Medical Center Foundation and Fund, [e, 
1946]. 8vo. 187 pages, illustrated. Cloth, $5.00, 


An original theory of the genesis of 
peptic ulcer is presented in this book. The 
primary cause of ulcer is stated to be the 
pressure exerted by the liver on the sto- 
mach and duodenum, pressing them 
against the vertebral column and the pan- 
creas. Treatment and prevention there- 
fore should include the effort to change 
the relationship of the stomach and du- 
odenum to the hepato-vertebral notch. 

In developing his theory the author 
lightly brushes aside the vast amount of 
scientific information developed by te- 
search in this field. 


Uleer. 


HENRY F. KRAMER 


Prenatal Care 


Expectant Motherhood. By Nicholson J. Eastman, 
M.D. 2nd Edition. Boston, Little, Brown & Co., 
oa ae 12mo. 198 pages, illustrated. Cloth, 
1.50. 


This book on prenatal care is for the 
laity. Fifteen reprintings since its publica- 
tion in 1940 attest to its popularity. It is | 
a valuable adjunct to the physician who 
cannot spend the time necessary to explain 
the many details of adequate prenatal care. 
This second edition includes a new chap- 
ter on diet and weight control, and re- 
cent advances in the Rh factor and an- 
esthesia. It is the best in its field and can 
be recommended to the primigravida. 


ALEXANDER H. ROSENTHAL 


The Ego 


The Ego and the Mechanisms of Defence. By Anna 
Freud. Translated from the German by Cecil 
Baines. New York, International Universities Press, 
[c. 1946]. Svo. 196 pages. Cloth, $4.00, 


This is a study of the subconscious 
mental state and its relationship to the 
conscious. Also the same study is reversed 
to study the effect of the conscious on 
the subconscious. This book might well 
be read by students of psychiatry, by 
teachers and by lay persons who might 
wish to understand better their own men- 
tal reactions. 

ARTHUR D. JAQUES 
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